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here’s how MEALPACK... 


...dmproves food service 


Food service is usually your costliest 
department ... in more ways 

than one. MEALPACK Systems usually 
cut food waste 50%! Both a 
— and ee food, 
only a MEALPACK System permits 
complete sia dap of food 
preparation and accurate control of 
tray set-ups at one main kitchen. 
Costly, noisy floor kitchens become 
new sa Hes floor utilities and 
valuable bed areas. Food service is 
speedier, easier and costs you less... 
whether your hospital is large or small. 
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uneaten food. Total benefits from your 

MEALPACK System can be $150 

; ppt or more! For existi 
hospitals, MEALPACK can be i 
for little or no more cost than . ee, of 
conventional food services. Fornew 4 rae Wa 
hospitals, sa 


the same or less! 
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Patients frequently judge a hospital not 
by feaeny i , but its food 
service! MEALPACK insures patient 

enthusiasm because of more _ table 
and nutritious meals, which include 
selective menus for each tray if desired. 
Only MEALPACK’s UNIQUE Vacuum 
Sealed Protection always serves “hot 
food HoT and cold foods coLp” for 
...80 delays or adverse serving 

*t create unsavory 

tasteless food. MEALPACK insures 
uniform, succulent food for every 
patient... first served or last! 
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Write us today! 
Let us show you how Mealpack can improve food service— 
cut patient complaints—and save you money! 


MEALPACK CORPORATION ©: EVANSTON, ILLINOIS 
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Small Hospitals’ Clinic 
Are Hospitals Too Exclusive? 


by Celeste K. Kemler 


® WHEN WILL WE STOP selecting 
hospital patients? When will we 
stop saying, “We admit only medi- 
cal, surgical, obstetrical, pediatrics, 
and selected psychiatric patients, 
and exclude the rest?” How soon 
are we going to start saying, “We 
take care of all sick people.” 

At one hospital meeting after an- 
other, we, as hospitals — Boards 
and Administrators — sit around 
and pat ourselves on the back for 
the good job we are doing in taking 
care of the sick people in our com- 
munity but isn’t it about time we 
put our cards on the table and 
faced facts? All of us are doing the 
same thing. We are not caring for 
all the sick people in our commu- 
nity, we are only caring for the se- 
lect few that we choose to accept 
as patients in our hospital. 

A patient is admitted to the hos- 
pital as a medical patient. The day 
he may become irrational and em- 
barrass us to the point where we 
could call him a mental patient — 
or the day he goes into D. T.’s be- 
cause he is an alcoholic admitted 
for some other illness — or the day 
he simply becomes a problem by 
being noisy, uncooperative, and 
dirty, the Director of Nurses may 
say to us “Let’s get this patient out 
of here. He is upsetting the entire 
floor.” We may call the doctor and 
say, “Let’s get this patient out of 
here. He is upsetting our hospital 
routine. He is disturbing the rest 
of the patients. He doesn’t belong 
here.” If the patient is not acutely 
ill, the doctor writes an order the 
next day and sends him back to his 
home. 

We accept only a very few con- 
tagious disease patients, the rest of 
them have to stay in their homes. 
We accept very few terminal cancer 
patients, because they are messy 
to take care of and because we know 
we can do nothing for them. And in 
order to save face we say, “They 
are not hospital cases.” We say the 
senile aged is not a hospital case. 


Mrs. Kemler is administrator of Valley 
View Hospital in Ada, Okla. 


The alcoholic is not a hospital case. 
In fact, it has reached the point 
where anyone who is very difficult 
to take care of suddenly falls in the 
category of non-hospital cases and 
is sent back to his family for home 
care. We refuse to accept the mal- 
formed, and the  hydrocephalic 
child who can live only a_ short 
time. They are not hospital cases. 

We want only those patients who 
will recover, not the ones that we 
know will die before they leave our 
institution — we must guard our 
precious per cent of mortality. We 
don’t stop to think that the person 
who is dying, of any cause, needs 
competent skilled hands to minister 
to him. 

How much longer can communi- 
ties and hospitals sit and shrug 
their shoulders and say, “I feel sorry 
for Mrs. Brown, but she is not my 
problem.” I agree that the general 
hospitals of today are not set up to 
take care of the chronic, convales- 
cent and the geriatric patient, but 
why aren’t they? I believe that it is 
up to the boards of general hospitals 
to establish facilities whereby all 
the sick in the community, whether 
they are psychiatric, chronic, con- 
valescent, geriatric, terminal pa- 
tients, contagious disease, or alco- 
holics, can be taken care of. How 
much longer can communities say, 
“We are taking care of our sick 
people,” when actually they take 
care of only a selected few. 

The impetus for the care of these 
people must begin somewhere and 
I believe it is the responsibility of 
our hospitals to arouse all com- 
munities to their responsibility for 
the care of all sick people. 

At a recent Hill-Burton meeting, 
I heard it said that Hill-Burton 
money could be put into chronic, 
convalescent and geriatric units, ex- 
cept that it would be difficult to 
find a sponsoring agency. I would 
like to challenge that statement for 
this reason: 

Where did the community get the 
idea that it needs 4.5 beds per 
thousand population? 

Please turn to page 16 
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PREVENT CONTAMINATION 
with PRO-TEX-MOR PUROCAPS’ 


Safe, simple, economical for terminal sterilization 


COMPLETELY PROTECTS 
THE NIPPLE UNTIL 
THE VERY MOMENT 

OF USE! 


*T. M. 


Puro-Caps are made of special wet strength paper 
and waterproof seams for autoclaving. Printed red 
or blue for identifying formula—approved non- 
toxic inks won’t run or stain. Either regular or 
large size—1000 in wall dispenser that saves room, 
speeds handling, prevents waste. 

Order from your hospital supply dealer. 


PRO-TEX-MOR MEDICAL DIVISION 


CENTRAL (@5) STATES 


PAPER & BAG CO. 
5221 NATURAL BRIDGE ST. LOUIS 15, MO. 





NEW JERSEY 
EAST ORANGE 


= 


poy amen 
New Mexico Chemical 
Sargical 


Hospital Equipment Corp. 
ERQUE 
Co. 


NEW YORK 
NEW YORK 
Institutional Products 


GLENSIDE 
Philadelphia Surgical In- 
strument Co., Inc. 


For more information, use postcard on page 119. 
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How’s Business 


with the American Association of Hospital Accountants 





™ LAST MONTH How’s Business asked hospitals 
the following question: How often does your hos- 
pital have a financial audit? 


As might be expected most hospitals are audited 
annually but there were some odd _ variations 
from this practice. Here is the way the sample 
broke down: 


Monthly 2.8% 
Quarterly 6.2% 
Semi-annually 8.5% 
Annually 78.3% 


Two years or longer 4.2% 


Average Monthly Occupancy March, 1955 - Average Length of Patient Stay 
(on 100 per cent basis) April, 1955 , (in days) 
May, 1954 May, 1955 
June, 1955 F May, 1955 
July, 1955 R June, 1955 
August, 1955 one Be 
September, 1955 : September, 1955 
October, 1955 s a October, 1955 
November, 1955 : November, 1955 
December, 1955 J December, 1955 


Av. Operating Expenses Average Patient Charges Av. Operating Expenses Average Patient Charges_ Per 
Per Occupi Bed Per Month Per Occupied Bed Per Month Per Bed Per Month (Total Beds) Bed Per Month (Total Beds) 


JGly, .1GIN: oc 2te00008600 + «342.99 July, 1954 .. 
549.18 gues, 19% 5 
Septem OF Kee 








Sept i . S 1. 

October, 1955 744.00 b 55 1955 556.56 ber, 1955 
November, 1955 " 2 +) November, 1955 
December, 1955 806.66 : 5 December, 1955 
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AMERICAN 
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Erie> Pennsylvania 
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December 1955 Regional How’s Business Report 


REGION ——> | 


1-100 


1,559 
74.70 


101-225 226-up 


3,167 
72.97 


7,546 
74.73 


1-100 


1,172 
67.02 


101-225 


4,066 
76.31 


101-225 226-up 


10,907 
77.94 


3,396 
73.91 


101-225 


4,397 
77.09 





26 


Per Patient 
4.04 3.71 
3.95 4.39 
1.65 1.90 

68 62 
2.21 2.38 
1.04 1.44 
1.84 1.57 
1.01 .93 
7.57 5.39 

58 82 
1.67 1.77 
1.87 1.17 


58 1.05 


Day 
2.51 
2.76 

88 
55 


46 


65 


86 


50 


1.04 
88 


45 
2 
4.27 


61 


Per Patient 
2.56 2.65 
2.97 3.33 

96 1.09 
Al 57 
1.19 1.88 
1.06 1.95 
1.30 1.63 
86 95 
6.21 5.61 
59 57 
1.63 1.39 
1.45 7. 
66 1.55 





2.06 
2.61 
95 
45 
1.36 
88 
1.33 
1.26 
4.42 
54 
1.18 
1.26 


2.11 





40,091 


35,104 


22.52 


25 72 


91,255 211,542 
89,241 211,380 
28.18 28.01 


28.81 28.03 





24,297 
26,060 
22.24 


20.73 


102,958 
103,370 


25.42 


25.32 


175,431 


186,337 


23.18 


21.83 


34,258 


37,016 


20.42 





18.90 


74,549 264,555 


80,344 261,884 
23.66 24.01 


21.95 24.28 





89,767 228,707 
94,698 245,856 


21.54 = 27.17 





20.42 25.28 





1-100 


1,077 


62.59 


101-225 226-up 


3,559 
75.74 


6,881 
83.54 


101-225 


33.12 
75.18 


226-up 


86.53 
77.42 


1-100 


101-225 226-up 


3,267 
60.91 


8,520 
82.41 


1-100 


1,539 
68.59 


101-225 


3,694 
71.98 





42 


Per Patient 
2.33 2.47 
2.93 3.83 
1.05 1.13 

53 .60 
1.60 1.83 
2.36 1.87 
1.34 1.47 
1.15 1.03 
6.09 6.74 

39 42 
1.13 1.64 
1.42 1.16 

45 43 


8! 
61 
1.63 
1.49 
1.57 
1.67 
6.40 
17 
1.15 
1.22 
8 


65 


58 


5.13 
4.12 
1.71 
1.14 
3.01 
1.79 
2.70 
2.22 
8.41 
1.71 
1.77 
3.19 
3.45 


Per Patient 
2.86 
3.33 3.17 
1.18 1.12 

53 53 
1.57 1.26 
1.47 1.77 
2.16 1.74 
1.58 1.27 
7.81 6.88 
1.36 19 
2.25 1.81 
1.85 1.50 

85 39 


3.44 


Day 
3.77 
4.62 
1.67 

74 
1.54 
1.47 
3.15 
1.61 


4.10 
3.36 
1.48 

68 
1,83 
1,3 
1.86 
1.08 
8.70 

28 
1.97 
1,55 


.69 1.68 





22,829 
23,073 


21.42 


21.20 


77,714 163,717 
86,519 168,338 


24.31 24.46 


2104. 23.79 





18,879 


18,092 


20.30 


21.19 


73,787 


76,699 


23.16 


22.28 


195,703 


280,736 


32.44 


22.62 





35,591 
30,419 
33.76 


39.50 


95,298 219,190 


102,596 240,975 
31.40 28.28 


29.17 25.73 





48,660 


52,280 


33.97 


31.62 


122,680 200,437 





158,235 201,393 


42.84 30.05 


33.2! 29.90 
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LACERATION...OR...LAPAROTONMY 
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2.17 TELFA Sponge-Pad provides the additional absorption, reten- 


tiveness and protection needed in major surgery and drainage 
cases. Sponge and pad combined in one dressing, with non- 


TELFA Strip is ideal for simple minor wounds—or burns and 
plastic cases. Easy to apply, easy to change. Doesn’t hurt or tear 
the scab when you take it off. Convenient sizes—and they can be 





25.28 








cut to fit any wound, without raveling. 


ANY WOUND 


adherent TELFA facing. No supplemental dressings needed. 


THAT NEEDS 


DRESSING NEEDS TELFA 


Faster healing at lower cost...TELFA dressings 
absorb without sticking, lift off painlessly 


Wounds heal faster and better 
with a TELFA dressing because 
it never interferes with natural 
healing. No grease, no medica- 
tion, 

With its perforated “plastic 
skin” next to the wound, TELFA 
absorbs drainage without stick- 
ing, without interference with 
healing tissue or sutures. Re- 
moval is simple and painless— 
it lifts right off. 

You can use TELFA Non-Ad- 
herent Dressings on all wounds 
because they are supplied in 
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both TELFA Strips and TELFA 
Sponge-Pads, to meet every 
wound need. 

You save time and money be- 
cause, whatever the wound, one 
dressing does the job. Dressing 
changes are made in half the 
time, and hospitals report dress- 
ing costs reduced 18% to 41%. 

Why not make TELFA your 
routine wound dressing? TELFA 
Strips—2%” x 4”, 3” x 8” and 
8” x 10” hospital cases. TELFA 
Sponge-Pads—4” x 5” and 5” x 
9” hospital cases. 











Curity 


TELFA 


NON-ADHERENT 
STRIPS OR 
SPONGE-PADS 


| “(BAUER & BLACK) 


DIVISION OF THE KENDALL CO., CHICAGO 








For more information, use postcard on page 119. 
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Since 1909 


The Little Diack is the sign 
of steam penetration to the 
center of an _ autoclaved 


bundle of dressings. 


There is no substitute for 
perfect routine and a care- 
fully trained autoclave op- 
erator — but this routine 
may be broken one day 
and, unless Diacks are 
used, infected patients can 


be the result. 


For 47 years, Diack Con- 
trols have been the choice 
of hospital people who 
know they can achieve prop- 
er sterilization of dress- 
ings day in and day out 
only through routine use 
of Diack 


sterilizer con- 


trols. 


Smith & Underwood, 


Chemists 


1847 North Main, Royal Oak, Mich. 
Sole manufacturers Diack and Inform Controls 








How’s Business Comment 


Linen Expense 
Chargeable to 


One Account 


Inquiry: Should donated services 
in lieu of actual cash salaries be 
included’ iw hospital costs for 
purposes of third party negotia- 
tions? 


Comment: The American Hospital 
Association’s Principles of Payment 
for Hospital Care recommends that 
donated services be included as an 
item of cost. 


Inquiry: Section 1 of the American 
Hospital Association’s accounting 
manual recommends that linen 
expense should be charged to 
one account. Wouldn’t it be more 
desirable to have each depart- 
ment of the hospital charged di- 
rectly with the linen cost? 


Comment: The reasons for accumu- 
lating one type of expense in one 
account are sound. If you follow this 
policy you have isolated your linen 
expenses and have a basis for com- 
parison from period to period on 
this type of expense. If you charge 
linen expense directly to the re- 
spective departments you are in 
effect cost analyzing your hospitals 
operations. To be consistent you 
would then necessarily charge so- 
cial security expense, depreciation 
of equipment, meals furnished to 
employees, etc. directly to the de- 
partments which receive the serv- 
ices. 


Inquiry: Has any research been 
done with regard to a thirteen 
period fiscal year for hospitals? 


Comment: No formal research has 
been conducted. We know of one 
hospital which has adopted suc- 
cessfully the thirteen period fiscal 
year. The name of this hospital 
will be furnished upon request. 


Inquiry: If a medication is given 
hypodermically, should the pa- 
tient be charged for the admin- 
istration, use of the syringe, 


For more information, use postcard on page 119. 


needle, etc.? Should this charge 
be included in the drug charge? 
Should a separate charge be made 
or should this charge be included 
in the room and board rate? 


Comment: The cost of giving hypo- 
dermic medications is preferably re- 
covered through your room and 
board charge. Anytime a_ hospital 
adds another charge for miscella- 
neous service, the accounting be- 
comes more complicated and more 
expensive. 


Inquiry: Is punch card accounting 
practical for hospitals? 


Comment: Many hospitals are using 
punch card applications  success- 
fully. The applications vary widely 
as to the degree of the accounting 
and statistical data are put on punch 
cards. Before a punch card installa- 
tion is considered the hospital should 
know just exactly what it intends to 
receive from the accounting data. 
A hospital can use punch card ap- 
plications very successfully; a hos- 
pital should not, however, expect 
the punch card application to solve 
all of its accounting problems. The 
most successful punch card appli- 
cations are installed piece meal. 
Usually the application will begin 
with payroll and then follow through 
until the installation is complete 
It is best to complete on applica- 
tion first such as payroll, before 
moving into another function such 
as accounts payable. 


Inquiry: How long should bad 
debts be left on the books before 
being charged off as uncollect- 
ible? 


Comment: Usually no longer than 
one year. Some accounts, howevel, 
can be charged off as uncollectible 
within thirty days of the discharge 
date of the patient. The individual 
account determines when it should 
be regarded as uncollectible. 8 
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SMALL HOSPITALS’ CLINIC 
Continued from page 6 


Where did the community get the 
idea that it needs a specific setup 
regarding surgery and scrub rooms 
in their hospitals? 

Where did the general public get 
the idea that they need an isolation 
nursery, a suspect nursery, and in- 
dividual care bassinets in their hos- 
pital? 

Where did the general public get 
the idea that they need a given 
amount of floor space for each bed? 

Where did they get the idea that 
they needed many of the require- 


ments set forth in Hill-Burton ap- 
proved hospitals? 

They got them through education 
by hospital people. The community 
was told what was needed for good 
patient care and the community 
provided it. I believe the community 
can also be told that it needs so 
many beds for convalescent, chronic 
and geriatric patients and that those 
units need to be set up to meet 
specific requirements. I believe that 
right along with the general hos- 
pital, the chronic, convalescent and 
geriatric unit will be built. 

There is little doubt but what this 
need is going to be met either vol- 
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of this dependable 
all-purpose 
local anesthetic 


Xylocaine is effective in low con- 
centrations and in small volumes. 
It should not be used in more 
than half the concentration nor- 
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BRAND OF UDOCAINE HYOROCLORIDE 


WORCESTER, MASS., U.S.A. 
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mally required of procaine for 
similar purposes. Because of the 
inherent potency of Xylocaine, 
depth and duration of anes- 
thesia are adequate in such 
concentrations, 


Supplied in concentrations of 0.5%, 
1% and 2% with epinephrine 
1:100,000 and without epinephrine. 
Dispensed S x 20 cc. and 5 x 50 ec. 
1% concentration without epine- 
phrine also dispensed in individu- 
ally cartoned 100 ec. vials. 


ASTRA PHARMACEUTICAL PRODUCTS, INC. 
Neponset St. Worcester, Mass., U.S.A. 
Also made and sold in Canada by 
Astra Pharmaceuticals (Canada) Ltd., 
Toronto, Ontario, Canada 





*U.S. Pat. No. 2,441,498 
Can. Pat. No. 503,645 


ASTRA 


(Brand of lidocaine* hydrochloride) 


for INFILTRATION + NERVE BLOCK * TOPICAL ANESTHESIA 


For more information, use postcard on page 119. 


untarily or through federal pro- 
grams. I believe that those of us 
who are interested in the total care 
of the sick of our community need 
to take a hold of this problem and 
bring it to the attention of indi- 
viduals within our community We 
will be amazed at the response of 
the people once they realize that 
they are not taking care of al! the 
sick. 

Let’s stop categorizing patients, 
let’s stop saying, “We take cave of 
polio, the acutely ill and some psy- 
chiatric patients.” Let’s begin say- 
ing, “We take care of all sick peo- 
ple regardless of illness or relative 
need for care.” Until we do, I believe 
there is no way by which we as 
communities and as hospitals can 
say we are doing our job. There is 
no way by which we, as hospital 
administrators, can say that we are 
fulfilling our obligation to our com- 
munity or to our profession. Hos- 
pital care of the sick is our field 
and it is up to us to awaken the 
people of our community. 

In many instances we will find 
that the people of our community 
believe that malnourished senile 
Grandma Jones died alone in her 
little shack because she wanted to 
be there. They don’t realize that 
she died at home because the hos- 
pital wouldn’t admit her. She was 
not a hospital case, she was just an 
old woman who needed to eat. 

We have not only talked ourselves 
into believing that we are doing a 
good job in taking care of the sick, 
but we've also sold that “bill of 
goods” to our communities. I think 
it is high time that we take another 
look and begin to face facts and ac- 
cept this responsibility that is 
rightly ours. Let the hospital be 
concerned with the care of all sick 
p2ople. Let the doctor categorize 
the illness and treat it accordingly. 
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“There are three main advantages 
in the use of Telepaque: 


® Excellent cholecystograms are readily obtainable. 


The side reactions are usually minimal, only rarely 
very disturbing, and often completely absent. 


In a fairly large percentage of cases, the cystic 
and the common ducts are quite definitely outlined, 
and occasionally even the hepatic duct.” 
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Buckstein, Jacob: The Digestive Tract in 
Roentgenology. Philadelphia, J. B. Lippincott Co., 
2nd ed., 1953, vol. 2, p. 1003. 


/elepaque: 


Supeninn oral cholecystography (| Jnthivop LABORATORIES 


and cholangiogr. aphy NEW YORK 18, N.Y. * WINDSOR, ONT. 


Telepaque (brand of iopanoic acid), trademark reg. U. S. Pat. Off. 
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Washington Bureau Reports 





® PARTICULAR ENCOURAGEMENT to the hospital field is 
seen in the President’s budget request for a 17 percent 
increase, fiscal year 1957 compared with 1956, in hos- 
pital construction grants by the federal government — 
Hill-Burton Act activities, of course. The total for °57, 
if appropriated, would be $130 million, still short, of 
course, of the $210 million authorized by the original 
legislation and subsequent amendments. 
e 

Continued expansion of the program of the Office of 

Vocational Rehabilitation was also recommended — an 


11 percent increase in funds, with the number of com- : 


pleted rehabilitations in 1957 estimated at 80,000. This, 
however, is far short of the President’s goal of 200,000 
rehabilitations annually, and a substantial increase in 
funds for teaching grants and traineeships was also re- 
quested. 

6 

The National Institutes of Health, “the principal re- 
search arm of the Public Health Service,” would get a 
28 percent boost in funds, if the President’s request is 
followed by Congress. In fact, there is considerable 
feeling here that research will be more and more 
emphasized as an increasingly important government 
activity. 

Impetus will be given this concept, it is understood, 
when Senator Lister Hill (D., Ala.) accepts the Na- 
tional Mental Health Commission’s award at the Ala- 
bama Hospital convention on February 10th. He will, 
it is said, aim at enlarging the whole area of govern- 
ment hospital and health research. He may even suggest 
enlargement. of the H-B Act research activities, ap- 
propriations for which Congress okayed for the first 
time last year. In fact, there are some who see this pro- 
gram (see item below) as possibly growing steadily to 
the $10 million mark in the next few years. 

* 

Look at the project subjects approved for USPHS 
federal research grants and you may see something of 
the shape of things to come in hospital planning, oper- 
ation and organization. For example: 

1) establishment of the tools, techniques and training 
aids for a supervisory development training pro- 
gram; 

2) development of a safety check list for supplies 
and equipment; 

3) experimental study of the function of the general- 
duty nurse in the area of record-keeping; 

4) application of ways to apply managerial tech- 
niques of industry to administration; 

5) development of methods by which factors affect- 
ing the care of patients can be evaluated; 

6) architectural needs in mental hospitals; 

7) impact of medical teaching and research on op- 
erating costs; 

8) the hospital and its community relations; 

9) operation of hospital planning and license laws; 

10) audit of hospital pharmaceutical services. 

Largest grant to date, $75,000, has been made to As- 
sociation of University Programs in Hospital Adminis- 
tration, for development of a program for research in 


the hospital and related fields. 
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by Walter N. Clissold 


And, there will be more grants coming. Some half a 
million dollars remain in the kitty. The Research Siudy 
Section meets February 17 and 18 to consider addi- 
tional applications for research grants. Final decision 
to be made by. the Federal Hospital Council when it 
gathers here March Ist. 

e 

Meantime, with the possible exception of the research 
program this might be termed, in the parlance of Wall 
Street, as a period of “backing and filling,” as far as 
health and hospital matters are concerned. 

For one thing, The President’s Health Message had 
not been given at this writing. However, as reported 
earlier, this is not expected to offer much new or 
startling. 

There does seem reasonable basis for the belief that 
the reinsurance proposal will be dumped, at least this 
year, in favor of a pool arrangement with major in- 
surance companies. Biggest drag on this approach 
would be clearance for cooperating firms from anti- 
trust legislation. If approved, such a plan would offer 
inexpensive coverage of increased risks. Congressional 
okay might well be forthcoming, also. 

e 


A $76 million program to provide health in- 
surance for dependents of servicemen has been pro- 
posed to Congress by Defense Secretary Wilson. It 
would call for the government to pay for 70 percent of 
the cost of private health insurance plans bought by 
servicemen for their dependents. Either civilian hos- 
pitals, or, if there is room, military hospitals could be 
used. Such insurance is considered as “one of the most 
important military career incentive measures.” 

° 


The Alaska Mental Health bill, introduced by Rep. 
Edith Green (D., Ore.), and on which hearings were 
held last session, is off to a fast start. Passed the House 
on January 16th. Calls for the earmarking of revenue 
from a million acres deeded to the territory exclusively 
for the care of mental patients; $12.5 million to be used 
to build and maintain hospitals and clinics. 

° 


In opening the 50th anniversary observation o! the 
passage of the federal food, drug and cosmetic act, FDA 
Commissioner Larrick laid emphasis on the problems 
which “new agents proposed for drug use” pose. Their 
“safety and legality under the law” will eventually have 
to be evaluated, said he. 

e 


Another matter relating to FDA — January 31 
marked the opening of hearings by the House Com- 
merce Committee into the subject of chemical additives 
to foods. All existing legislative proposals are to be con- 
sidered. A controversial subject, several weeks of hear- 
ings are anticipated. 

* 

Dr. Lowell T. Coggeshall has been named as Special 
Assistant for Health and Medical Affairs in the Depart- 
ment of Health, Education, and Welfare, on leave of 
absence from the University of Chicago. s 
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Hospital Calendar 





. Hospital Credit Association of 
New England, Framingham Union 
Hospital, Framingham, Mass., J. 
W. Blakeney, 91 Parker Hill Ave., 
Boston 20, Mass. 


. . New Mexico Hospital Association, 


Hilton Hotel, Albuquerque, N.M 
Homer A. Reid, Executive secre- 
tary, 4800 Gibson Blvd., S.E., Al- 
buquerque, New Mex. 

Wisconsin Conference of Catholic 
Hospitals, Memorial Union, Mar- 
quette University, Milwaukee, Wis. 
Wisconsin Hospital Association, 
Hotel Schroeder, Milwaukee, Wis. 
New England Hospital Assembly, 
Statler Hotel, Boston, Mass. 


. Kentucky Hospital Association, 
Hotel Phoenix, Lexington, Ky. 


. . Texas Hospital Association, Stat- 


ler-Hilton Hotel, Dallas, Tex. 

. American Pharmaceutical Associa- 
tion, Hotel Statler, Detroit, Mich- 
igan. 

. Ohio Hospital Association, Co- 
lumbus, O. 

. Carolinas-Virginias Hospital Con- 
ference, Hotel Roanoke, Roanoke, 
Va. 

. Southeastern Hospital Conference, 
Miami Beach, Fla. Executive Sec- 
retary Treasurer, Pat N. Groner, 
Administrator, Baptist Hospital, 
Pensacola, Fla. 

. Association of Western Hospitals, 
Olympic Hotel, Seattle, Wash. 

. Mid-West Hospital Association, 
Exhibition Hall, Municipal Audi- 
torium, Kansas City, Mo., Mrs. 
Margaret S. Barber, Ex. Sec., P.O. 
Box 951, Kansas City, Kan. 

. lowa Hospital Association, Hotel 
Savery, Des Moines, la. Executive 
Secretary, Glenn G, Lamson, Jr., 
1002 Liberty Building, Des Moines 
9, la. 


30-May 3. . Tri-State Hospital Assembly, 


Palmer House, Chicago, III. 


. National Association for Practical 
Nurse Education, Edgewater Beach 
Hotel, Chicago, Ill. 

Hospital Associa- 
tion, Hotel Statler, Boston, Mass. 
American Nurses’ Association, 
biennial convention, Chicago, Ill. 


. . New Jersey Hospital Association, 


Convention Hall, Atlantic City, 
N. J., J. Harold Johnston, 506 
East State St., Trenton 9, NJ. 
Advanced Institute for Registered 
edical Record Librarians, spon- 
sored by the American Associa- 
tion of Medical Librarians, Edge- 
water Beach Hotel, Chicago, Ill. 
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. Middle Atlantic Hospital Associa- 


tion, Convention Hall, Atlantic 
City, NwJ., J. Harold Johnston, 
506 East State St. Trenton 9, 
NJ. 


. Conference of Catholic Schools of 


. Catholic 


. Upper 


- Louisiana 


Nursing, Ninth Annual Meeting, 
Milwaukee, Wis. 

Hospital Association, 
Public Auditorium, Milwaukee, 
Wis. 

Midwest Hospital Con- 
ference, Auditorium, St. Paul, 
Minn. 

Hospital _ Association, 
Jung Hotel. New Orleans. Jesse 
H. Bankston, executive secretary, 
3160 Florida St., Baton Rouge. 


American Medical Association, 
Annual Meeting, Chicago, Ill., Dr. 
George F. Lull, sec., 535 N. Dear- 
born, Chicago, Ill. 


. American Society of X-Ray Tech- 


nicians, Kentucky Hotel, Louisville, 
Ky. 


. Conaress of World Confederation 


. Tennessee 


August 
29-Sept. 2 . . International 


for Physical Therapy, Hotel Stat- 
ler, New York, Miss Mildred El- 
son, American Physical Therapy 
Association, 1790 Broadway, New 
York 19. 

Hospital Association, 
Hotel Claridge, Memphis, Tenn., 
Henry H. Miller, exe. sec., P.O. 
Box 767, Nashville, Tenn. 


Congress of 
Blood Transfusion, Boston, Mass., 
Dr, J. Julliard, Sec. General, 57 
Boulevard L'Auteuil, Boulonge-sur- 
Seine, France. 


September 


3-§.. 


American Association of Blood 
Banks, Somerset Hotel, Boston, 
Mass., Miss Marjorie Saunders, 
secretary, 725 Doctors Building, 
3707 Gaston Ave., Dallas, Tex. 
Second International Congress of 
Dietetics, Congress Palace of Es- 
posizione Universale Roma, Rome, 
Italy, Compagnia !taliana Turismo, 
Wholesale Department, 193, Piazza 
Colonna, Roma, Italy. 

American Hospital Association, 
Palmer House, Chicago, Ill. 





once 
ment, 





As soon as the dates for the next 
succeeding meeting of an organiza- 
tion have been determined an offi- 
cial should forward those dates at 


Ill. to insure appearance here. 


List Your Meetings 


to Editor, Hospital Manage- 
105 W. Adams St., Chicago 3, 








October 


i-5.. 


24-26 


. American 


. California 


. American 


Second International Congress on 
Medical Records, Shoreham Hotel, 
Washington, D.C., Doris Gleason, 
C.R.L., Executive director, 510 N. 
Dearborn, Chicago 10, Ill. 
Dietetic _ Association, 
Schroeder Hotel, Milwaukee, Wis., 
Miss Ruth Yakel, sec., 620 N. 
Michigan, Chicago, Ill. 


. Washington State Hospital’ Asso- 


ciation, Chinook Hotel, Yakima, 
Wash., John Bigelow, Executive 
secretary, 370 Skinner Building, 
Seattle, Wash. 


- Ontario Hospital Association, Roy- 


al York Hotel, Toronto, Ontario, 
S.W. Martin, Associate executive 
secretary-treasurer, 135 St. Clair 
Ave. West, Toronto 7, Ont. 
Hospital Association, 
San Jose, Calif., Avery M. Mil- 
lard, exec. dir., 523 Phelan Bldg., 
760 Market St., San Francisco, 
Calif. 


. American College of Osteopathic 


Hospital Administrators, Shera- 
ton-Cadillac Hotel, Detroit, Mich., 
R. P. Chapman, Executive secre- 
tary, 604 Kahl Bldg., Davenport, 
lowa. 

Osteopathic Hospital 
Association, Sheraton-Cadillac Ho- 
tel, Detroit, Mich., R. P. Chap- 
man, Executive secretary, 604 Kahl 
Bldg., Davenport, lowa. 


31-Nov. 2 . . Maryland-District of Colum- 


bia-Delaware Hospital Association, 
Shoreham Hotel, Washington, D.C., 
Albion K. Parris, exe. dir., 200 W. 
Baltimore St., Baltimore |, Md. 


November 


. Oklahoma 


. Arizona 


. American 


Hospital Association, 
Skirvin Hotel, Oklahoma City, 
Okla., Cleveland Rodgers, exec. 
dir., P.O. Box 1738, Tulsa, Okla. 


- American Public Health Associa- 


tion. 


. Kansas Hospital Association, Bak- 


er Hotel, Hutchinson, Kansas, 
Charles S. Billings, Executive Di- 
rector, 1133 Topeka Ave., Topeka, 
Kansas. 

Hospital Association, 
Phoenix, Ariz.. Guy M. Hanner, 
Administrator, Good Samaritan 
Hospital, 1032 East McDowell 
Road, Phoenix, Ariz. 


. Virginia Hospital Association, Ho- 


tel Roanoke, Roanoke, Va., Ray- 
mond E. Hogan, secretary, Giles 
Memorial Hospital, Pearisburg, Va. 
Medical Association, 
Clinical Meeting, Seattle, Wash., 
Dr. George F. Lull, sec., 535 N. 
Dearborn, Chicago, Ill. 


December 


3-7. 


. American 


Medical 
Seattle, Wash. 


Association, 


21 





vat Te 


is 


AE SS OS eS Ee + 


OF irr 








Books 








Fire Sarety STanparps For Exist- 
ING NursInc, CONVALESCENT AND 
Oup-Ace Homes (N.F.P.A. No. 
101B, May, 1955 by the National 
Fire Protection Association, 60 
Batterymarch Street, Boston 10, 
Mass. U.S.A.). 

® THIS SMALL 12-PAGE pamphlet is 

simply an advance publication on 

requirements on existing nursing 
homes which will be incorporated 
eventually in the proposed 13th 


Edition of the Building Exits Code. 


interchangeable 


SYRINGES & 


® Every piston fits every barrel of identical size. 





They are offered at this time be- 
cause of the immediate need for 
standards to serve as a guide in cor- 
recting serious exit deficiencies and 
other fire safety deficiencies which 
are prevalent in many existing 
nursing homes throughout the coun- 
try. 

While there are certain points of 
similarity with standard designs for 
hospitals, these designs differ in 
number of features due to the es- 
sentially different conditions found 





\ 
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@ Savings through reduced reph 


P 


@ Engineered with absolute precision. 


@ Vim means lasting performance, maximum satisfaction. 


t costs. 


For complete details write to: MacGREGOR INSTRUMENT CO., NEEDHAM, MASSACHUSETTS 


@ Always specify Vim to your surgical dealer. 


22 For more information, use postcard on page 119. 





in nursing homes which are com- 
monly characterized by relatively 
inferior construction and by attend- 
ant personnel not competent in 
number or training to hospital staff 
and nursing personnel, 

The pamphlet was prepared by 
the Committee on Safety to Life, 
and its sub-committee on nursing 
homes. 

A nursing, convalescent or old- 
age home is defined as “a building 
or buildings used for the lodging, 
boarding or nursing care on a 24- 
hour basis of four or more infants 
or children, convalescents or aged 
persons, but shall not include hos- 
pitals and mental or correctional in- 
stitutions.” 

The standard makes certain rec- 
ommendations for different types of 
construction, recognizing that sev- 
eral types do exist. An example is 
quoted for combustible construction 
(less than one hour fire resistance). 
The recommendation states that “no 
nursing, convalescent or old-age 
home shall be occupied beyond the 
height limits specified in the follow- 
ing table: 

“1 story. An automatic sprinkler 
system on an automatic fire de- 
tection system shall be in- 
stalled.” 

Another quotation from the stand- 
ard concerns vertical openings. It 
states: 

“interior stairways shall be pro- 
tected by complete enclosures 
with walls having fire resistance 
rating appropriate to the type of 
building construction to protect 
the stairway as a means of exit 
and to prevent the spread of fire 
or smoke up the stairway from 
floor to floor, except that in exist- 
ing buildings where a standard 
stairway enclosure is impracti- 
cable, partitioning with similar 
material to cut off the stairway at 
floor levels may be accepted.” 

The Standard also recommends 
that hazardous areas should b« sep- 
arated from other parts of the 
building by construction having fire 
resistant rating of at least one hour. 

Although the pamphlet <istin- 
guishes between nursing homes and 
hospitals, there are many existing 
hospitals which have adjoining 
buildings to which the fire safety 
standard is applicable. The adminis- 
trators of such institutions are urged 
to read this publication. —C.U.L. ® 
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CASTLE LIGHTS face the caductry 


A radically new concept in directional control, 


mechanical compactness, improved vision, 


and patient safety is presented in Castle’s 


60" SERIES 
MAJOR 


SURGICAL 
LIGHTS 





HEAR THIS — 
LIGHT WHERE THE SURGEON NEEDS 
TO SEE—A fixture so easily moved that the 
surgeon’s visual need is instantly met. Without 
breaking sterile technic, any member of the 
surgical team can direct the beam with only 
ounces of pressure on sterilized control handles. 


MULTI-USE CENTER SPOTLIGHT —In ad- 
dition to 4 major reflectors, an exclusive Center i 
Pilot Spotlight provides extra penetrating power 
and an emergency lighting source. Projecting 
an 8-inch pattern deep into the incision, the 
pilot spot also acts as a pre-operative position- 
ing guide to insure visual accuracy of light 
placement. An excellent auxiliary brain light 
° or independent illuminator for ophthalmic sur- 
No. 61— Dual offset arm without gery. Can be connected to automatic emer- 
vertical adjustment. gency circuit. 


OBJECTIONABLE COUNTER-BALANC- 
ING BALL ELIMINATED — A newly devis- 
ed INTERNAL CAM BALANCE obsoletes the 
conventional ball-type counterweight and pro- 
vides “feather-touch” mechanical controls that 
are self-locking in any position. 


ELIMINATES REPQSITIONING OF 
TABLE— A small central mounting with a 
dual offset arm provides continuing 360° rota- 
tions on 3 axes, without stops. Lamphead may 
be extended, lowered or tilted to any point 
within an 8’3” diameter circle, making it un- 
necessary to move operating table during any 


No. 63 — With vertical adjustment operation. 


and remote control (fea- 
ge gens A pa vy) LIGHTS 
@ AND STERILIZERS 


WILMOT CASTLE COMPANY, 1701 East Henrietta Road, Rochester 18, New York 
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Storage of Non-inflammable 

Gases 

QUESTION: We have storage prob- 
lems. We use oxygen in cylinders 
at our hospital and these are 
stored separately in a cool room. 
Recently, our anesthesiologist in- 
sists that anesthetic gases should 
be stored separately from ozxy- 
gen. We have heard that there are 
some gases that may be stored 
with oxygen. Could you please 
advise us what these are? 


ANSWER: Non-inflammable gases 
may be stored in the same room 
with oxygen but should be easily 
identifiable and separate from the 
oxygen cylinders. The reason for 
this is to prevent any possibility 
of mixing up the cylinders. Gases 
that may be stored in the same 
room with oxygen are carbon di- 
oxide, oxygen and carbon dioxide, 
helium and oxygen mixtures and 
nitrogen. 


Chiropodists 
QUESTION: What is the status 
of a chiropodist and the hospital? 


ANSWER: A chiropodist (podia- 
trist) is a professional person who 
has had formal training and educa- 
tion and renders personal service to 
patients of a specialized nature. He 
specializes in certain conditions of 
the feet. 

He is permitted by law to perform 
certain examinations, to prescribe 
certain care and treatment for the 
patient. He does not have the author- 
ity nor the qualifications to treat the 
patient as a whole, to write a com- 
plete history or to perform a com- 
plete physical examination. Nor may 
he order all laboratory tests for 
diagnostic purposes. 

The chiropodist is classed as “as- 
sociated scientific or professional 
staff’. He may receive an appoint- 
ment to the medical staff of the 
hospital as an associate member if 
this is felt to be desirable by the 
physicians of the hospital. In such 
instances, the medical staff by-laws 
must be amended to make provision 
for “associate scientific and profes- 
sional staff” so as to establish pre- 
cisely their duties, responsibilities, 
and privileges in the hospital. 
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with Dr. Letourneau 


Hospital Drug Stores 

QUESTION: Ours is a small pro- 
prietary hospital owned by four 
physicians in a rural community. 
Our hospital owns a drug store. 
Recently the American Medical 
Association has revised its think- 
ing on the ethics of physicians 
owning drug stores. Could you 
advise us whether it is ethical or 
not for a hospital to own a drug 
store? 


ANSWER: To my certain knowl- 
edge, it has never been declared un- 
ethical by any hospital association 
for a hospital to own a drug store. In 
June 1955, the American Medical 
Association, by rewriting Chapter I, 
Section 8 of the PRINCIPLES OF 
MEDICAL ETHICS indirectly put 
an official stamp of approval on 
physician ownership of drug stores. 
This was done simply by omitting 
any mention of physician owner- 
ship of drug stores. The purpose of 
owning drug stores by physicians 
or by hospitals is usually to provide 
service for people in communities 
where service is not being provided 
by qualified pharmacists in private 
practice. 

In some communities, the hospital 
has found it necessary to keep its 
drug store open after hours because 
the local pharmacists would not re- 
main open to fill prescriptions. 

Each case must be considered on 
its merits but there is no general 
ethical prohibition against hospitals 
owning drug stores. 


Optimum Number of Trustees 
QUESTION: How many persons 
should constitute the Board of 
Trustees? 


ANSWER: The optimum number is 
15. 


Responsibility of Nurse 
QUESTION: Upon the written 
orders of a physician a graduate 
nurse is about to give a medica- 
tion to a patient when she was 
interrupted by the nursing su- 
pervisor who countermands the 
order. Whose order should the 
nurse follow? 


ANSWER: Unless the prescribed 
medication is contrary to sta ding 
orders or to the law, or clearly con- 
trary to good medical practice, the 
graduate nurse is responsible ‘o the 
physician for giving the medication 
as he prescribed it. If there is any 
question about the prescription, the 
physician should be consulted, but 
under no circumstances should a 
nurse substitute her own judgment 
for that of the physician. 


Dietitian and Medical Record 
QUESTION: Should the dietitian 
be permitted to examine the pa- 
tient’s record? 


ANSWER: The dietitian, being a 
member of the thereaputic team, 
must have access to the medical 
record so that she can plan intel- 
ligently for the welfare of the pa- 
tient. 


Administrators 
QUESTION: Does the Joint Com- 
mission on Accreditation of Hos- 
pitals require the administrator 
of a hospital to be formally trained 
and a graduate of a program in 
hospital administration? 


ANSWER: The Joint Commission 
on Accreditation of Hospitals will 
not penalize a hospital because the 
administrator is not a graduate of a 
program in hospital administration. 

However, credit will undoubtedly 
be given for excellence of admin- 
istration as evidenced by perform- 
ance and qualifications. If ccilege- 
trained administrators are not to 
receive any consideration fer the 
time and effort that they have spent 
in preparing themselves for their 
responsibilities, it would seem un- 
necessary to continue forma! edu- 
cation in hospital administraticn and 
this would not be in the public 
interest. 

Surveyors of the Joint Commis- 
sion on Accreditation of Hospitals 
should give consideration to formal 
training in hospital adminisiration, 
but that this should not be the sole 
criterion for evaluating quality of 
an administrator. . 
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; Why doesn’t someone design a 
streamlined cassette that will provide 
good consistent contact? 


A: Someone has! 





General Electric 
announces new 


molded cassettes! 


F you've ever been troubled by loss of film 

detail due to poor screen contact — THIS 

IS FOR YOU! New G-E molded cassettes 
spell an end to that problem. 


SUPERIOR, LASTING SCREEN-FILM 
CONTACT! Molding of front plate to rub- 
ber frame contributes to permanent contact. 
Equally important is the compensating pad 
of fibrous glass that applies equalized, firm, 
gentle pressure to screens and film... doesn’t 
squeeze them together in spots...doesn’t mat. 


FAR STRONGER! Strength and lighter 
weight go together in construction that fea- 
tures shock-resistant, one-piece rubber frame 
... front and back of corrosion-resistant an- 
odized aluminum. The front is molded into 
the frame; the back is bonded so strongly to 
a continuous rubber hinge that it withstood 
500,000 opening and closure tests without 
any loss of strength, 

LIGHTER WEIGHT! The combination 
of rubber frame and hinge, with aluminum 
front and back — plus the absence of large 
spring locking bars — results in a strong cas- 
sette that weighs as much as two pounds less 
than previous standard 14 x 17’s. 

Ask your G-E x-ray representative to show 

: you this cassette, or write to X-Ray Depart- 
G-E molded cassettes are available in the fol- ment, General Electric Company, Milwaukee 


lowing sizes— 8” x 10”... 10” x 12”... f : 
11” x 14"... 14" x 17". 1, Wisconsin for Pub. K-36. 
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Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 
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Guest Editorial 





by Edward H. Leveroos, M.D. 


T HE internship, during the past 

several years, has been the sub- 
ject of much discussion, investigation 
and, in some quarters, controversy. 
There are those who advocate that 
internships should be given only in 
university connected hospitals. There 
are others who assert that those 
hospitals should limit themselves to 
training undergraduate medical stu- 
dents and residents, leaving the non- 
affiliated hospitals with the respon- 
sibility for providing training and 
experience at the intern level. That 
the role of the internship, in mod- 
ern medical education, its content 
and objectives have come under such 
continuing scrutiny, is an indication 
that the internship has undergone a 
marked change in character since its 
inception some forty years ago and 
that its present status requires clar- 
ification. 

The question has been posed as to 
whether or not the internship, as 
a separate phase of medical educa- 
tion can be justified if it no longer 
serves its original purpose, and also 
whether consideration should not be 
given to eliminating the internship 
as an isolated year of training in the 
education of a physician. In a sym- 
posium on the subject which was 
presented at the Congress on Med- 
ical Education and Licensure in 
February last year, the writer took 
this position. 

It is unquestionably true that the 
development of well organized junior 
and senior clerkships in medical 
schools throughout the country and 
the tremendous expansion of resi- 
dency programs have altered appre- 
ciably the traditional role of the in- 
tern. In view of these changes and of 
the increasing number of years re- 
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quired before a doctor is considered 
ready to begin practice, a serious 
question arises as to whether the 
internship can be justified as essen- 
tial or whether it might not be elim- 
inated as a separate phase of medical 
education. If the internship cannot 
be defended in terms of educational 
return to the young physician, then 
it should be considered obsolescent 
and appropriate changes made in 
our present requirements relating to 
Board certification, licensure, eligi- 
bility for military service and other 
types of qualification. 

The writer recognizes that there 
are certain areas which traditionally 
have been considered the proper 
province of the internship. It is not 
inconceivable however, that these 
techniques, skills, and arts neces- 
sary in the gradual maturation of 
the physician, which are now 
learned during the intern year, could 
well be acquired either during the 
senior clerkship or during training 
at the residency level. 

It is generally recognized that a 
minimum of two years of hospital 
experience following the undergrad- 
uate curriculum is essential in prep- 
aration for practice, including that 
of the family physician; i.e., general 
practice. Whether or not one of these 
years should be spent as an intern, 
irrespective of whether the trainee 
plans to go on into one of the clin- 
ical specialties, other fields such as 
radiology or pathology, or into fam- 
ily practice can reasonably be de- 
bated. The time has come, if it has 
not already passed, when the pro- 
longed training required of a doctor 
should be critically evaluated and 
when those phases, if any, which 
are not essential in terms of edu- 


cation, should be eliminated. In 
view of the economic implications, 
if nothing else, we can no longer 
defend a system of training simply 
in terms of tradition. 

It is recognized that certain ad- 
justments must be made over a 
reasonable period if the internship 
is to be abolished. As a preliminary 
step in any change-over, clinical 
clerkships in medical schools 
throughout the country must have 
been developed to the point where 
undergraduates can justifiably as- 
sume responsibility at the first year 
residency level without passing 
through a transitional period. In a 
large number of medical schools, 
this stipulation is already being met. 
A reorientation of this nature and 
other changes can be accomplished 
with a minimum of disruption to 
hospital services, teaching programs, 
licensing and certifying procedures, 
as well as to governmental agencies 
such as the military, provided the 
problems are anticipated and an 
orderly approach made to the 
change-over. These practical prob- 
lems however, should not be per- 
mitted to be the decisive factor in 
the determination as to whether or 
not the internship should be elimi- 
nated. The decision should and will 
ultimately be made, on the basis of 
the educational value of the intern- 
ship. If it is still an integral and es- 
sential step in the development of 
a doctor, it will remain as a recog- 
nized part of medical education. If 
it is not, it will inevitably disappear 
as an entity, either through recog- 
nition of its anachronistic nature an 
subsequent positive action, 
through the gradual, if less painful, 
processes of evolution. . 
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.eeand here it is! Designed 
to your specifications! 





We asked you hospital people to describe the features which 
would make a “perfect wall lamp for hospital use.” You told us— 
and we went to work. It took a lot of research and a lot 





of time—but it was worth it! 
1. In Here is the new TOMAC Wall Lamp—beautiful and modern— 


tions, i 
nae easy to clean—unobtrusive yet always handy. And, most 


mply important, it affords just the right light for reading or for spotlight 
. ad- examination, as you will see below. 
a. The new Wall Lamp is another example of American’s constant 
ted effort to ease the work of hospital staffs and to increase over-all 

Ca. 
01s efficiency. It carries the TOMAC symbol—your guarantee 
have 
there 
ae. 
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of the best equipment in the field. 
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Lamp arm fits into wall plate and is Complete freedom of movement during spot Lamp extended over the bed—with ‘‘gatch 

heldfirmly by knobin center of plate light examination results from arm swivel at spring raised to highest position. Telescopic 
Lamp arm swivels smoothly from wall mount, rotating shade and telescopic arm arm enables patient to pull lamp forward to 
eft to right, but it is constructed so (shown here in fully extended position desired position. Perfect reading light is then 
lamp head cannot touch the wall Finished in enamel—silvermist, green made possible by swivel at wall mount and 


Wall plate is attached by four screws brown, rose, grey, and cherry-glo adjustable shade 


American Hospital Supply comoration 


GENERAL OFFICES-+ EVANSTON, ILLINOIS 
WASHINGTON «+ DALLAS « LOS ANGELES + SAN FRANCISCO 
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‘HM’ Salutes 


Grace Whiting Myers 
Honorary President 

American Association of 
Medical Record Librarians 





™ MRS. GRACE WHITING MYERS, the honorary president of 
the American Association of Medical Record Li- 
brarians is now in her 97th year. She lives at the Mac- 
Lean Hospital, Waverly, Massachusetts, which has been 
her residence for a number of years. It was she who 
collaborated with the late Dr. Malcolm T. MacEachern 
in the founding of the North American Association of 
Medical Record Librarians. To her goes the credit for 
founding the profession of medical record librarians and 
starting the first training program for medical record 
librarians. Her foresight, stamina, perseverence in the 
face of apathy and her powers of persuasion earned for 
the new profession the standing that it enjoys today. She 
is reverently known as the first lady of Medical Rec- 
ords, the patron saint of the Medical Record Librarians 
and by many other important titles. 

The Association that she founded now numbers more 
than 3,000 members scattered throughout the United 
States and Canada, and England, Australia, Italy, Ire- 
land, Saudi Arabia, Venezuela, Chile, Peru and Mexico 
as well. 

In her autobiography, she tells how she was made 
medical record librarian of the Treadwell Library, at the 
Massachusetts General Hospital. At this time, she was 


told that the care of records was also to be a part of her 
responsibility. This proved to be the stepping-stone to 
the work for which she was best fitted as it appealed to 
her accuracy and sense of order. 

She acquired the title of Record Librarian about 1912 
to which was later added the word “Medical”. 

To our certain knowledge, she was the first person 
to be known as a record librarian and the designation 
was started at the Massachusetts General Hospital in 
Boston. This designation was also used in publications 
of the American College of Surgeons as early as 1922. 

Her collaboration with Dr. MacEachern dates back 
to about 1922-23 when “Mr. Hospitals” joined the 
American College of Surgeons. 

Dr. MacEachern has always been high in his praises 
of Mrs. Myers and has said that Mrs. Myers “has ac- 
complished great progress through her graciousness, 
kindness, ability and leadership.” 

Mrs. Myers will always be an inspiration «nd a 
guiding light to medical record librarians, physicians, 
and hospital administrators throughout the years. 

Hospital Management is proud to add its voice to the 
chorus of admiration for this lady’s contribution to the 
improvement of the care of the patient. ® 
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by KENNETH R. NELSON, M.D., CHARLES U. LETOURNEAU, M.D., C. K. HIMMELSBACH, M.D. 


§ THE ACTIVE PHARMACY committee 
offers administrators of modern 
medical care facilities safe assurance 
that the patients they serve receive 
the best medications currently avail- 
able. In these times of rapid scientif- 
ic progress, the pharmacy commit- 
tee is basically a forum for medical 
staff self government in drug ther- 
apy practices, evaluation and use. 

Gone forever are the days when 
merely holding a license established 
lifetime proof that a _ physician, 
nurse, or pharmacist possessed 
enough up-to-date knowledge of 
pharmacology to assure that the hos- 
pital or clinic was administering the 
most effective drugs and using them 
properly and economically according 
to their purposes. Gone too, is the 
practice of placing responsibility for 
the purchase and issuance of drugs 
solely in the hands of a registered 
pharmacist. 

A contemporary innovation to 
clinical management, the pharmacy 
committee first gained official prom- 
inence in 1937, with the publication 
by the Committee on Pharmacy of 
the American Hospital Association 
of a report that, in part, read: 

“The hospital shall appoint a phar- 

macy committee which shall meet 

at regular intervals. The members 
of the committee shall be chosen 
from the various divisions of the 
medical staff. The pharmacist 
shall be a member of the commit- 
tee and shall serve as its secre- 
tary. He shall keep a transcript of 


_—_—_—. 


Dr. Nelson is Medical Officer in Charge, 
U. S. Public Health Service Hospital, San 
Francisco, Calif. Dr. Himmelsbach is Med- 
ical Director, Chief, Division of Hospitals, 
Department of Health, Education and Wel- 
fare, Public Health Service. Dr. Letourneau 
is Editcrial Director of this journal, Direc- 
tor, Program in Hospital Administration, 
Northwestern University. 
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The Pharmacy Committee Serves 


The hospital maintains control, keeps its pharmacy 
up-to-date and assures patients top-quality drug therapy 





proceedings and forward a copy 
to the governing body of the hos- 
pital. 
“The purpose of the pharmacy 
committee shall be: 
(a) To determine the policy of 
operation of the pharmacy, and 
to deal with such matters of a 
pharmaceutical nature as may 
from time to time arise; 
(b) To add to and delete from 
the drugs used; 
(c) To supervise the purchase 
and issuance of drugs, chemi- 
cals, pharmaceutical prepara- 
tions, biologicals, and profes- 
sional supplies within the hos- 
pitals.” 
Repeated in the Manual of Hospital 
Standardization published by the 
American College of Surgeons in 
1946, these principles have also been 
accepted by the American Society 
of Hospital Pharmacists, the Catho- 
lic Hospital Association, the Amer- 
ican Medical Association and the 
American Dental Association. More 
recently the Joint Commission on 
Accreditation of Hospitals listed an 
active pharmacy committee and an 
up-to-date hospital formulary 
among the elements for full ap- 
proval and credit of a pharmaceu- 
tical service in a hospital. 
“As the Pharmacy Committee 
gains increasing importance to the 
operation and reputation of medical 
care facilities, today’s hospital ad- 
ministrator faces the responsibility 
of giving it his encouragement and 
support, and of keeping abreast of 
its activities. Therefore, he is 
obliged to know the actual func- 
tions of the pharmacy gommittee, 
how to appoint one and put it to 
work, how to properly perform his 
role in contributing to its develop- 
ment and success. 


Functions of the Pharmacy 
Committee 


Essentially, the pharmacy com- 
mittee is charged with these re- 
sponsibilities: 

1. Development and maintenance 
of an up-to-date appropriate formu- 
lary on drug therapy. Each hospi- 
tal, of course, patterns the content 
of its formulary to specific needs. 
Thus, in a specialized hospital, most 
of the drugs listed would be those 
used in treating the specific illness 
of the majority of its patients. The 
size of the hospital also governs de- 
cisions as to the drugs in its form- 
ulary. For example, many of the 
medications used in ophthalmology 
and dermatology might not be 
needed in the formulary of a small 
hospital, while a bigger institution 
with specialists pioneering in these 
fields would list a large and com- 
prehensive quantity. 

2. Periodic examination of drugs 
in stock. Through this committee 
activity, the hospital avoids accu- 
mulations of surplus quantities of 
usable drugs. 

3. Regular review of innovations 
in drug therapy. As new medications 
become available, the pharmacy 
committee weighs their potential 
advantages in terms of the compe- 
tence of the hospital staff and the 
presence of the required equipment 
to administer them affectively and 
efficiently; for instance, radio active 
isotopes. 

4. Determination of the therapeu- 
tic agents stocked in nursing units 
as routine medications. Several fac- 
tors influence this decision, notably 
the know-how of the nursing per- 
sonnel, the governing policies of the 
Board of Trustees and the consen- 
sus of the medical staff. 
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5. Reviewing the requests of staff 
physicians for additions to and de- 
letions from the hospital formulary. 
In a modern hospital these requests 
occur frequently. Up-to-date physi- 
cians naturally want to try new 
drugs when they appear. Alert 
pharmacists usually initiate dele- 
tion actions as the use rate of cer- 
tain drugs diminishes with the onset 
of obsolescense. 

6. Limitation of investigative 
drugs to qualified physicians. The 
best interest and protection of the 
patients’ health demand that physi- 
cians prove their specialized compe- 
tence to prescribe drugs that have 
not as yet been widely acknowl- 
edged as effective in the specific 
diagnosis category. 

7. Advice and consultation to the 
medical staff and other officials of 
the hospital on practices and pro- 
cedures relating to drug therapy. 

In accordance with the policy of 
the hospital, the pharmacy commit- 
tee promotes the use of generic and 
official designations of drugs, dis- 
couraging their identification by 
number or synonym. Thus, physi- 
cians prescribing drugs by their 
official and generic names are as- 
sured that the patient receives them 
in the quality recommended and 
approved by the committee. The 
pharmacy committee also fosters the 
use of the metric system in the text 
of prescriptions, medication labels, 
and formulary designations. The 
adoption of official and generic 
names of drugs and the metric 
units of weights and measures guar- 
antees that all members of the hos- 
pital staff speak and write uni- 
formly in matters concerning drug 
therapy, using scientific, medical 
nomenclature. 


Appointing the Pharmacy Committee 


In view of its well-dressed stature 
and the importance of its work the 
pharmacy committee rates for its 
membership the best professional 
and technical talents in the hospital. 
In general, pharmacy committees 
now consist of the chiefs of clinical 
services, the chief of staff, the chief 
pharmacist and the administrator. 
Senior physicians are preferable to 
junior staff. The former’s compre- 
hensive training, broad experience 
and seasoned judgment tend to in- 
crease the potential of reaching 
sound mature scientific decisions 
worthy of respect and acceptance. 

Some hospitals limit pharmacy 
committee membership to physicians 
with a thorough knowledge of phar- 
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macology, an ideal situation if such 
competence abounds. However, ap- 
pointment of heads of clinical serv- 
ices has proven feasible, especially 
since, as practicing physicians, they 
can quickly discern the working im- 
plications of applying new pharma- 
ceutical discoveries to the treatment 
of patients in the specific hospital. 
Although voting membership in 
the pharmacy committee is usually 
reserved for chiefs of clinical and 
technical sections, the meetings of 
the group may be open to profes- 
sional and management staffs. For 
example, the director of nursing 
service, the purchasing and supply 
offices and other hospital officers 
would gain from as well as contrib- 
ute significantly ‘to the discussions 
and deliberations of the committee. 


The Chairman 


Successful performance of the 
pharmacy committee depends large- 
ly upon the leadership of the chair- 
man and especially upon the inter- 
est and effort he puts into planning 
and conducting productive meetings. 
He should be a physician well- 
grounded in clinical pharmacology, 
microbiology, and biochemistry. 

Immediately after appointment, 
the chairman checks on the accessi- 
bility of necessary scientific refer- 
ence works, such as the most recent 
additions and revisions of the U.S. 
Pharmacopoeia, the National For- 
mulary, New and Non-Official Rem- 
edies, Accepted Dental Remedies, 
Facts and Comparisons, Modern 
Drug Encyclopedia and Therapeutic 
Index with “Modern Drugs” Sup- 
plements, the latest texts in phar- 
macology, biochemistry, micro- 
biology, clinical toxicology and rep- 
resentative current medical and 
pharmacy journals. 


As the committee begins to func- 
tion, the chairman assigns definite 
responsibilities to the individual 
members and periodically reviews 
their progress. One of these respon- 
sibilities may be assembling research 
data on problems and investigations 
of special significance in drug ther- 
apy. The chairman also establishes 
and maintains open communication 
between the committee and the op- 
erating sections of the hospital so 
that the former’s recommendations 
move quickly to the places and 
people affected by them. In this way 
too, the different segments of the 
hospital develop awareness of the 
advantages of referring drug ther- 
apeutic problems to the committee 
as soon as they occur. 


In collaboration with the commit- 
tee secretary, the chairman prepares 
and circulates the agenda for each 
meeting sufficiently in advance for 
the members to study it thoroughly 
and prepare themselves to discuss 
and make recommendations con- 
cerning the individual subjects 
listed. 

At all times, the chairman takes 
whatever action he considers neces- 
sary to be satisfied personally that 
the activities of the committee and 
the practices of the pharmacy meet 
the standards of the Joint Commis- 
sion on Accreditation of Hospitals. 


The Secretary 


The chief pharmacist of the hos- 
pital serves, ex officio, as secretary 
of the pharmacy committee, and is 
its technical consultant. In this ca- 
pacity, he keeps the committee ap- 
praised of the use rates of drugs 
stocked in the hospital and reports 
frequently on the data he collects 
on new pharmaceutical preparations 
and discoveries. Therefore, in the 
first instance, the secretary inter- 
views representatives of firms pre- 
senting the new drugs and arranges 
additional meetings and trials in 
the clinical sections of the hospital, 
if necessary. As the hospital’s pro- 
fessional liaison with the pharma- 
ceutical industry, the secretary of 
the pharmacy committee may also 
schedule exhibits and other presen- 
tations, giving company representa- 
tives ample opportunity to discuss 
the pharmacology, biochemistry, and 
pharmacy of their products with 
appropriate members of the hospital 
staff. 


The secretary writes, distributes 
and has official custody of detailed 
minutes and reports on pharmacy 
committee activities. Properly pre- 
pared, these records state the phar- 
macological basis for the selection 
or rejection of specific drugs rather 
than merely list decisions. Inspec- 
tors for the Joint Commission on 
Accreditation of Hospitals examine 
carefully the written records of the 
pharmacy committee during the 
course of their official evaluation 
visits. 

As editor of the hospital fo:mu- 
lary, the secretary keeps this work- 
ing document up-to-date at all times, 
issuing supplements as required. He 
also maintains a live drug therapy 
file and library for use of the com- 
mittee, the staff of the hospital, and 
participants in its professional train- 
ing programs. 

Please turn to page 56 
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Good color and design create a well balanced room from every point of view. 





This Thing Called Color 


® “GIVE THE PATIENT a large dose of 
tose every eight hours!” 

Strange as this prescription may 
sound, I sincerely believe the time 
is coming when it will be a normal 
procedure. If the patient entered 


the hospital during a period of men- 
tal depression — “Everything is 
wrong; what’s the use, nothing can 
be done to help me.” — it may be 
routine for a doctor of the future 
to write just such a prescription. 


_—_—— 


Mr. Johnson is Director of Furnishings and 
Interior Decorating, American Hospital 
Supply Corporation. 
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by Roy Johnson, A.I.D. 


Or, the situation could be reversed. 
The patient may be too excitable, 
sensitive and ready to “blow up.” 
In that case, the prescription would 
probably read, “A large dose of 
blue-green every eight hours.” 


White Replaced By Color 


Regardless of any individual’s re- 
spect for the therapeutic worth of 
color, I submit that this application 
of color will probably encounter no 
greater amount of disinterest and 
resistance than did those few of us 
who initially prescribed color to re- 





place the stark white which pre- 
dominated most hospitals a few 
short years ago. Now, just as then, 
we all know what color is, Catch a 
ray of sunshine, let it break through 
a prism, and we have color. 

But times change and color ac- 
ceptances change with the times. 
Once, the average man was satis- 
fied wearing a dark blue suit, driv- 
ing a black automobile and living 
in a white house. Look at the cars 
that illuminate and decorate our 
highways today, Look at colors and 
patterns now worn by men. Notice 
the variance of house colors in a 
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suburban neighborhood. Today, 
color is even a standard part of 
expressive language. For example, 
you know exactly what I mean if 
I say, (1) I am feeling blue; (2) 
I am in the pink; (3) He’s a black- 
hearted villain; (4) He’s still green; 
(5) He is yellow; (6) He is a white 
guy; (7) She is a scarlet woman. 
(8) I see red. Yes, color has “ar- 
rived” — in our daily living, in our 
language and in our hospitals. And 
what can be done with color in a 
hospital is now principally the mat- 
ter of a specialist's experience. As 
a distinguished educator once said, 
“Education is activated experience.” 
I submit, so is the use of color in a 
hospital. 

To begin with, a good deal of im- 
portance should be attached to the 
proper use of color in a hospital for 
public relations reasons, This is one 
thing in a hospital that both patient 
and visitor can quickly and easily 
appraise. And while hospital people 
themselves may be most impressed 
by a beautiful stainless steel kitchen, 


fine surgical facilities, modern X- 
ray laboratories, or excellence of 
any other of the components which 
make up a modern hospital, more 
often than not, the average hospital 
patient and visitor will take these 
things for granted. “That’s what 
you're supposed to have.” These 
same patients and visitors, however, 
do not “expect” good decorating in 
a hospital, and they are favorably 
impressed concerning the whole 
hospital when color-plus-experience 
is in evidence. 


Points to Consider 


To illustrate what I mean by 
color-plus-experience, let’s take a 
verbal walk through an as yet un- 
decorated, unfurnished hospital, and 
I will make some comments as we 
walk along, remembering that each 
hospital is and must be considered 
by the decorating specialist as an 
individual challenge to his skills and 
experience. 

Our first point of contact is the 


lobby. People will usually pause 
here and look around. This is the 
place where they will make an in- 
itial, subconscious appraisal of the 
hospital and we will want them im- 
pressed by our dignity. 

Starting with the floor, then, I'd 
like to suggest either wall-to-wall] 
carpeting or a rug. Just visualize 
with me, a floor carpet in dark gold 
or soft green on which we can place 
our color-keyed furniture. Ii we 
have a soft green carpet, a color 
which is more acceptable to most 
people than any other, experience 
then tells us to upholster most of 
the lobby furniture in gold of sub- 
dued tone and to complement these 
with a few pieces upholstered in 
off-white. On the other hand, if 
our floor covering is to be dark 
gold, our upholstery coverings can 
be soft green, with complementary 
pieces in Swedish red — a light red 
with undertones of tan. Incidentally, 
in this respect, wall-to-wall carpet- 
ing or a rug requires no more main- 
tenance than a hard floor and car- 
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The two color complement idea adds interest to this room 
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peting is receiving more and more 
acceptance in hospitals and is prov- 
ing highly satisfactory from all as- 
pects. 

Where, on the other hand, opinion 
dictates a hard lobby floor — ter- 
razzo, tile or linoleum — a neutral 
color such as gray or light tan is 
best, and the same furniture colors 
as recommended with the carpeting 
or rugs will look well. Dark floor 
tile is indeed attractive, but it shows 
too much scuff and soil, necessitat- 
ing extreme maintenance. And while 
were considering hard floors, I 
would like to make a general sug- 
gestion. It is possible when a hard 
tile floor surface is laid, to pitch 
the grain pattern in only one direc- 
tion. This gives the effect of an 
over-all floor covering and looks 
much better than the alternating 
grain, checkerboard effect common- 
ly used by tile layers. 


Architecture Governs Furniture 
Selection 


The selection of furniture styles 


and upholstery materials for our 
lobby must be more or less predi- 
cated on the building’s architecture. 
We will assume, for the sake of this 
example, that our hospital is what 
may be called modern. In this case, 
then, a selection of good straight- 
line modern styles would be consist- 
ent. Particularly, in selecting the 
specific furnishings for this point of 
initial contact, consultation with a 
specialist in hospital furnishing and 
decorations is important. 

If our lobby walls are to be plas- 
ter and may be painted, we will 
need to choose two colors. For in- 
stance, gray green and dark tan to 
be used on opposing walls in com- 
bination with the dark gold colored 
carpet. Or, with the soft green car- 
peting, one wall in dark gold and the 
other wall of a green to match the 
floor covering. 

While still in the lobby, let’s con- 
sider the lobby windows. We will, of 
course, require a drapery selection 
and the background of the drapery 
fabric should duplicate the coloring 
of the carpet. However, if we are 


using a tan or gray hard floor, our 
drapery material should reflect the 
color of an opposing lobby wall. 


Moving out of the lobby, then, 
let’s next look into the business 
office. Generally, the best back- 
ground for an office area is a soft 
gray green. This is commonly re- 
ferred to as an “eye-rest color”, 
and it is important that the color 
choice for this work space be se- 
lected to help the people working 
here rather than to bore or frustrate 
them. For example, surround your 
office people with ivory or buff and 
you risk ruining their efficiency. Or, 
on particularly hectic days, a more 
definite color selection in an office 
may so affect employees as to com- 
pletely disrupt their work harmony 
and morale. In the hospital business 
office, the counsel of an experi- 
enced decorator is initially more 
desirable than the later potential of 
an employee relations expert. 


Thinking further about the hospi- 
tal’s business office, usually people 
in this office will be working with 
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Soft colors help adjust the excitable or neurotic type of patient. 
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This type of room coloring will help adjust the mentally depressed patient. 


white papers. But white papers on 
a dark desk top necessitates fre- 
quent, extreme eye adjustments 
which cause mental and physical 
fatigue. It may be well that this 
common decorating error is one of 
the things responsible for the so- 
called office coffee break. Regard- 
less, it is reasonable to believe that 
if office people can work with white 
papers on a lighter colored desk top, 
and in an area where light colors 
predominate about them, they will 
not have as much of an eye adjust- 
ment problem and late afternoon 
fatigue will be lessened. 


Now for the corridors which are 
habitually too long for their width 
In the corridors, the floors are hard 
tile, linoleum or terrazzo — prefer- 
ably of a gray or light tan color. 
And we can help the appearance of 
corridors further by painting one 
wall in a color complementary to 
the floor; the opposite wall contrast- 
ed in a soft yellow. Another effec- 
tive corridor color combination, 
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particularly where light tan floors 
are selected, is light cedar rose on 
one wall and the opposite wall 
painted in a soft gray green. Yet a 
third corridor possibility is pale yel- 
low with the opposite wall in light 
gray. These three combinations of 
colors are attractive, suitable to 
modern hospital decor, and provide 
the means for overcoming the ordi- 
narily difficult problem of making 
hospital corridors attractive. You 
will notice too, that our corridor 
suggestions combine one warm 
color with a cool color — warm 
colors such as the cedar rose and 
pale yellow with cool colors such 
as soft gray green and gray. Gen- 
erally, in recommending more than 
one color in any location, using a 
cool color in combination with a 
warm color will have satisfactory 
results. Conversely, combining two 
warm colors or two cool colors pro- 
duces an effect which most people 
will not like, even thought they may 
not consciously know why their re- 
actions are antagonistic. 


Following through a bit on corri- 
dor detail, doors should be finished 
in driftwood tones so they will dis- 
appear into the background of the 
walls, 


Moving through doors which open 
off the corridor, we will encounter 
special rooms that need _ special 
decorating attention, Consider, for 
example, the X-ray Department. 
And let’s consider it from the 
patient’s point of view. 


Bright Colors for X-Ray 


The patient has been told X-ray 
is necessary. Perhaps he or she is 
apprehensive. It may be the first 
time in the patient’s life to come 
in contact with X-ray equipment, 
and it is probable that the X-ray 
equipment appears terrifying. It is 
terrifying because it is usually fin- 
ished in a dark color and is placed 
as the most prominent feature of a 
room with light colored walls. It 
“stands out” so strongly that an 
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already apprehensive patient may 
quickly and easily become very rea- 
listically frightened. More simple, 
considerate and practical decorating 
considerations would prescribe wall 
paint near the same color as the 
equipment. This will, of course, lose 
the equipment against the wall. But 
our most important X-ray room 
decorating technique is to use a 
very bright color on the ceiling. This 
ceiling could be red, yellow, blue 
or green. Regardless, its purpose is 
the same. Our apprehensive patient 
upon entering such a room will be 
immediately attracted to the “hot” 
ceiling and will smile. That’s exact- 
ly what we want them to do. We 
have relieved tension; we have 
cticed “color therapy” in an in- 
telligent and effective manner. 

A Linen Room is a good next 
place needing skilled decorating at- 
tention. Unfortunately, the Linen 
Room is often a forgotten place 
where white linen is stored against 
a background that is no considered 
color at all. This room is inclined 


_ to be an uninteresting and unpleas- 


ant place in which to work. It 
needn't be. 


For our hospital, let’s choose a 


nice light, bright, cerulean blue for 


the linen shelves, walls and ceiling 
in the linen storage rooms. When 
the lights are turned on, this special 
blue will reflect on the white linens 
and create a much more pleasant 
and attractive atmosphere in which 
to work. 

Moving on to the cafeteria, here 
is a hospital area where we must 
really do something out of the or- 
dinary. Let’s remove the cafeteria 
as far away from hospital environ- 
ment as possible by being decora- 
tively gay, and at the same time 
practical. Colors that have to do with 
yellow or rose tones and paper pat- 
terns of multi-color abstract design 
on pale yellow or a rose tone back- 
ground fit in with our cafeteria 
decorating objectives to lift hospital 
personnel out of the sick room at- 
mosphere during mealtime. In the 
cafeteria we will use washable, 
waterproof wallpapers above a plas- 
tic dado; planter boxes between the 
serving counter and the seating area 
of the dining room; formica table 
tops purposefully selected from 
among the almost fifty different, at- 
tractive patterns and colors now 
available without ex pense preju- 
dices. And while we are considering 
the cafeteria, experience dictates 
that we avoid fluorescent lighting. 
Fluorescent lighting distorts the 
color of the food and tends to “wash 
out” the relaxing and informal over- 
all effect we desire. 
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Coming back into the corridor and 
moving to the corridor’s end, we 
encounter a solarium area. It seems 
usual that solariums be over-fur- 
nished. Patients in wheel chairs or 
on crutches will get the most plea- 
sure and use out of this solarium, 
and it is pointless to make move- 
ment in this area difficult for them 
by overloading it with furnishings. 
The room itself should be light and 
airy—light, soft, pastel colors such 
as light green, yellow or cedar are 
best for retaining an outside influ- 
ence in this area. 

In planning colors for our hos- 
pital’s Pediatric Department, we 
can consider those colors which are 
substantially stronger than may be 
used elsewhere. Here, our patients 
are children and they will not ap- 
preciate the subtility of pastels. 
They want and need something more 
direct. Shades of pale terra cotta, 
dusty blue, soft yellow, gray green 
or cedar rose are good in the pedi- 
atrics area, just so we remember 
that children like all colors which 
are definite and will not appreciate 
pastels or show a preference for 
a particular color until a later age. 

Since laboratories are becoming 
increasingly busy hospital areas, 
they should be well lighted and dec- 
orated accordingly. A very pale 
yellow wall coloring will afford 
maximum outside reflection into the 
laboratory and thereby help provide 
a cheerful, efficient atmosphere. 


Restful Coloring for O.R. & Delivery 


O. R. and Delivery will be done 
in what has become a standard oper- 
ating suite color — eye-rest gray 
green, This is the color most accept- 
able to surgeons and doctors. How 
we arrive at this color is a question 
of pocketbook more than anything 
else. We can use ceramic tile, which 
is relatively expensive; we can use 
approved vinyl] plastics; we can use 
a good quality semi-gloss paint. The 
color rather than the material is 
most important and regardless of 
material, final results will be good 
with this color selection. 

Now, let’s plan our patient rooms. 
The patient and visitors will spend 
more time here than any other place 
in the hospital and this room rates 
special considerations. 


Decorating Suggestions 


There are three generally accept- 
able ways to decorate a hospital’s 
patient rooms. 

Scheme no. 1 consists of painting 
all walls in one muted pastel color 
such as soft gray green, very pale 


yellow or dusty rose, Window 
drapes in this room should comple- 
ment the selected color. If the ceil- 
ing is plaster and can be tinted, we 
will use a complement of the wall 
color. This makes a more interesting 
ceiling, keeping in mind that the 
patient will probably see a lot of 
the ceiling. 

Scheme no. 2 consists of painting 
the outside wall and the ceiling of 
the patient room the same color as 
the corridor wall adjoining the 
room. In this case, say the color of 
the corridor wall is soft gray green. 
The walls right and left, as we en- 
ter the patient room, could then be 
finished in a pale yellow. Pale yel- 
low is a sunshine color and is a 
direct complement to the soft gray 
green of the corridor and the room’s 
outside wall and ceiling. These color 
assignments make an_ interesting 
room, especially when carefully se- 
lected draperies pick up the paint 
colors and further enhance the gen- 
eral cheerfulness of the room. 

Scheme no, 3 will place water- 
proof, stainproof material on the 
wall back of the headboard of the 
bed. This material will carry pat- 
tern and color. The other three 
walls should be painted to match 
the background of this wall cover- 
ing, or we can pick up some other 
dominant, soft color in the wall- 
paper, and paint the remaining three 
walls to match exactly. The ceiling 
can be tinted with a soft pastel. At 
the windows in this room, we must 
use plain drapery material to avoid 
having pattern on pattern. 

In all three rooms, patient room 
furniture of fruitwood or color- 
keyed metal should complement 
each room’s most dominant wall 
coloring. Also, lighting in the pa- 
tient room is a very legitimate dec- 
orating consideration. But as far as 
the patient is concerned, they seem 
to prefer a light which can be lo- 
cated directly over their lap or the 
over-bed table. The wall bracket 
light, of course, has good purpose. 
But most of them must be aug- 
mented with a floor lamp placed 
at the patient’s bedside. The ceiling 
light is, of course, a thing of the 
past. 


Window Problems Solved 


Before leaving the patient room, 
we should consider the windows a 
little further. Windows are becom- 
ing quite a decorating problem be- 
cause they are being constructed 
wider and wider. Therefore, in spite 
of many pros and cons, Venetian 
blinds are still the best method of 
Please turn to page 124 
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Original Design for a 


Psychiatric Receiving Service 


™ THE PROPOSED project shown here 
was designed as a Master’s Thesis at 
Yale University. The Magnus T. 
Hopper Fellowship provides for such 
a project annually at Yale. This pro- 
posal is a scheme for a hypothetical 
site such that specific adaptations 
could be made at a later date. The 
program was developed as a selec- 
tion of ideal conditions in order to 
show a maximum provision of facili- 
ties, space, and architectural treat- 
ment. These can be adapted in the 
future to the requirements of State 
Hospitals across the country. A 
lengthy research period allowed 
time to gather material from many 
available sources and completed 
plans and to select the most success- 
ful theory for the design of the final 
proposal. 


History 

The relatively rapid development 
of the Mental Hospital as a ther- 
apeutic complex has opened a 
whole new field for the architect. 
From the grim prisons of medieval 
times we have progressed to the rel- 
atively open pavilions from which 


Mr. Faulkner is an architect in Washing- 
ton, D.C. This paper is the result of Mr. 
Faulkner's studies in the design of a Psy- 
chiatric Receiving Service, the project 
which he submitted to Yale Jury for a 
Masters Thesis. 
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by Avery Coonly Faulkner 


we expect the patient to be released. 
This has involved a radical change 
in the concept of the patients’ afflic- 
tion and buildings for the patients 
care must reflect this conversion. 
We now hear demands for beauty, 
serenity, light, color, and open re- 
lationships to outdoor recreation. 
This consideration of design and the 
environment becomes a great chal- 
lenge to the creative designer. 


FUNCTIONS OF THE COMPLEX 

The Receiving and _ Intensive 
Treatment Service has been con- 
ceived of as an introductory filter 
center for the State Hospital. The 
service is a unit in itself, but it has 
a direct relationship to the Con- 
tinued Treatment Area and to the 
Medical and Surgical buildings. This 
plan shows a core building contain- 
ing for Administration, four Ob- 
servation units, an Out-Patient De- 
partment, a Clinic, and an infirmary. 
Beyond the main building and its 
parking courts are eight convales- 
cent units of twenty patients each. 
In addition there is a Service build- 
ing adjacent to the main building 
and a Recreation building in the 
convalescent area. 

The complex has been arranged as 
a series of partially walled gardens, 


some containing buildings and some 
containing trees. These small blocks 
are laced together by a system of 
“Street-walks.” These “Street- 
walks” are wide enough to accom- 
modate both pedestrians and service 
carts. Such a system of alternating 
building areas and small parks pre- 
vents buildings from facing or block- 
ing the view of an adjacent struc- 
ture. This is a vital planning factor 
in achieving a sense of freedom. As 
the buildings vary in size they fill 
a varying proportion of their as- 
signed court. This system has the 
great advantage of allowing an or- 
derly method of expansion as the 
size of the hospital grows. 

The center of the project contains 
four, large tree-gardens as well as 
shops (beauty shop and _barber- 
shop), a pool and a chapel. This com- 
bination of elements creates « small 
community of buildings and «treets, 
parks and shops which should re- 
produce a life for the patients which 
resembles the life of any community. 
Such a theory should aid tie pa- 
tients’ adjustment to life outside the 
hospital and reduce the awareness 
of being confined to an institution. 
The prevention of “institutionalitis” 
seems to be a desirable geal, and 
was stressed by many research 
sources. 
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THE BUILDINGS 


The main building, “The Core”, is 
located at the entrance end of the 
complex. The plan of this core is a 
modification of the typical “H” plan 
used in many medical hospitals. In 
this building the ends of the “H” 
have been tied together by service 
and interview rooms. In this end 
position these elements are free of 
the main circulation lanes in the 
center of the building. On the 
ground floor the Administration 
offices and the Out-Patient dept. 
are placed on either side of the 
entrance lobby. In the back wings 
we have the Clinical Labs and an 
eleven-bed Infirmary. The bridge 
between the front and back contains 
the Medical Records offices and So- 
cial Service. 





On the Second Floor, and above 
the heavy traffic areas, are four Ob- 
servation units of twenty beds each. 
On the bridge between them is a 
Deep Therapy unit for Shock and 
Hydrotherapy. 


Convalescent Units 


Beyond the “Core” are the units 
for convalescent patients which 
were planned with a utility block 
forming a “U” shaped space when 
combined with two blocks of bed- 
rooms. In the heart of the “U” is a 
generous dayroom. In both the Con- 
valescent Units and the Observation 
wards the day room is a large cen- 
tral room with no corridor inter- 
ference. This seemed to be the only 
plan arrangement which allowed 
the nurse or attendant to see every 
room in the unit. The size of this 


TO CONVMLESC ENT UNITS 


space seemed justified since the pa- 
tients spend most of their waking 
hours in this area. Behind the nurses 
stations is a_ visitor-staff-service 
corridor which allows their activity 
to be private and away from pa- 
tients. Visitors can see relatives in a 
room which is private and can be 
served meals from the same pantry 
which serves the patient area. The 
same degree of privacy applies to 
the doctors calls. From the day 
room the patients can move to a 
porch and then to the terrace and 
garden without leaving the nurses 
supervision. 

The cottages exist inside a partial- 
ly enclosed garden defined by walls 
which are slightly above head- 
height. This creates an outdoor en- 
vironment which is still relatively 
small compared to the larger 
Please turn to page 95 
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Visualize improvements or 


building projects with a 


scale model and... 


Plan in Three 


= HOW MANY TIMEs have so called 
“improvements” been made in a hos- 
pital only to end up as “unim- 
proved” expenditures of funds? 
Let’s face it, with all our planning, 
the results are not always up to our 
expectations. 

It may take a long series of “sales 
talks” to the Board to approve the 
budget allowance for a new business 
office or laboratory layout but the 
big worry comes when the new lay- 
out does not serve any purpose 
other than to reduce the bank ac- 
count. 

The function of the newly planned 
department may still be poor, the 
traffic flow may remain unim- 
proved, and the personnel may still 
scurry around in a state of organ- 
ized confusion. What is the answer 
to the Board and yourself? Good 
intentions? Don’t even mention the 
word. Inadequate consultation? The 
designer is neither a bookkeeper 
nor a laboratory technician. If these 
so called experts don’t know the 
answer it is simply because they 
don’t know the problems. Who 
knows the problem best? 


Consult Your Employees 


The administrator and comptroller 
are familiar with the business office 
needs and the administrator has 


e___— 


Mr. Howard is superintendent of Midway 
Hospital in Los Angeles, California. 
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been hounded by the pathologist 
with laboratory problems. Why go 
outside for expensive consultation 
when you have a wealth of expert 
opinion available 24 hours a day at 
no cost whatsoever? 

The questions and problems which 
constantly plague the administrator 
when any building or remodeling 
project is contemplated are numer- 
ous. Following are the questions 
and solutions employed by the ad- 
ministrator of the Midway Hospital 
in Los Angeles, California to help 
hurdle these obstacles. 

1. Improvement need is obvious 
but what do we need in the 
way of equipment and layout? 

. Who to see for consultation? 

. Do blueprints confuse you? 

. What will it look like com- 
pleted? 

. Will it be functional? 

. Will it reduce operating costs 
immediately? 

. How will traffic flow? 


Dimensions 


8. How will I “sell” the Board? 
9. Looks good on paper and 
sounds good but—will it work? 
Answers to all the above questions 
can be summed up in two words: 
“MODEL IT”. 


A Scale Model Helps 


Whether it be for a multi-storied 
building or a simple room layout— 
hundreds and more often thousands 
of dollars can be saved immediately, 
and many times that amount can be 
saved over the years, through plan- 
ning the “third dimensional” way. 
Even experienced designers will ad- 
mit that they can better visualize a 
problem on a scale model of the 
project, thereby eliminating costly 
errors in construction, floor plan 
layout and purchasing of non-func- 
tional equipment. 

To have a model manufactured 
by a professional has draw backs, 
namely, (1) it is expensive and (2) 
it does not serve the purpose of 
educating the administrator. The 
answer is “Do It Yourself”. No 
particular mechanical proficiency is 
required. Of no little importance is 
the fact that the building of a model 
can be of definite therapeutic value 
to the harassed administrator. 

The step by step procedure for 
the building of the model is as fol- 
lows: 


Please turn to page 63 
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Figure 1b 


Architectural Therapy by Rex Whitaker Allen, A.I.A. 


® MUCH HAS BEEN written of late 
about therapies other than medical. 
I would like to consider one more 
that I believe to be equally impor- 
tant though, perhaps, less often dis- 
cussed. Let me say at the outset that 
I do not pretend that all the world’s 
ills can be cured by better archi- 
tecture, though I have heard this 
implied by some members of my 
profession, but I will venture that 
the effects of our physical sur- 
roundings upon our mental attitudes 
is too often overlooked. 

I do not mean by this that good 
architecture is essential to good 
medicine. Quite the contrary, good 
medicine can be practiced in the 
most difficult surroundings and, in 
fact, it would seem that sometimes 
the poorer the surroundings the 
greater the stimulus to provide 





Mr. Allen is an architect in San Francisco, 
California. 
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good medical care! Does this imply 
that we should set up tents instead 
of building hospitals? Of course 
not. I am only pointing out that the 
quality of medical care is not de- 
pendent upon the quality of the 
environment. 

Why worry then about architec- 
ture? For two reasons: 1) conveni- 
ence, and this is of extreme impor- 
tance in a period when we suffer 
from such a shortage of medical 
and nursing personnel; and 2) what 
I choose to call architectural ther- 
apy. I choose this name because it is 
an inclusive term with many as- 
pects, and yet it places primary 
emphasis on the patient. 

Let us ask first, who is this pa- 
tient? He is not a number on a chart 
or a unit in a set of statistics or 
even an average man. He is first of 
all a human being you, me, 
anyone . . . with a life of complex 


emotions, thoughts and prejudices. 
He is an individual whose life is 
built upon the impressions he re- 
ceives from his senses. His reac- 
tions to new experiences will be de- 
pendent upon a vast storehcuse of 
information filed away in his con- 
scious and subconscious brain. It 
would be folly to expect tha: each 
patient would react to his sur- 
roundings similarly or even tliat the 
surroundings would have an equal 
effect on him. But react he will, so 
let us examine which factors will 
create a beneficial reaction and 
which will be detrimental. 


Patient Must Be Reassured 


“When a patient enters a hospital 
the doctors say he has been hos- 
pitalized. This has seemed to me @ 
cumbersome form of medica! slang, 
but now I can see it may be more 
than this. Treatment in a_ hospital 
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.. self-centered and dependent upon 
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fe’ per se is known to have a pro- 
A: nounced psychological effect.” “It is 
‘not an overstatement to say that 

. fully 50 percent of the problems of 
t. the acute stages of illness and 75 
W. percent of the difficulties of con- 
i valescence have their primary origin 


not in the body, but in the mind of 
™” The invalid is anxious, 


| those near him. As any nurse 


knows, the greatest therapy is per- 
sonal contact, reassuring the patient 
that someone does care about his 
welfare, and one of the biggest 
hurdles to establishing this contact 
is the strangeness of the patient’s 
immediate surroundings. 





Richardson, Dr. Henry B., Discussion of Dr. 
6, Canby Robinson's paper on ‘'Psychoso- 
matic Factors in Convalescence,'' Con- 
valescent Care (Proceedings of the con- 
ference held under the auspices of the 
Committee on Public Health Relations of 
the New York Academy of Medicine, No- 
vember 9 and 10, 1939) New York Acad- 
emy of Medicine, New York, 1940: p. 137. 
Strecker, E. H., "Mental Hygiene," Chap- 
ter Xli, Nelson Loose-Leaf System, Preven- 
tive Medicine Public Health, Thomas Nel- 
son & Sons, New York, 1928: Vol. 1, p. 413. 
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SCHEMATIG STUDY OF THE PALO ALTO 
SHOWING ITS INTEGRATION WI1 








Figure la 


Picture the first reactions to the 
hospital. If the patient is conscious, 
he usually sees a white monument 
of antiseptic stone, erected for the 
glorification of modern science, 
austere and foreboding, closer in 
spirit to the morgue than the home. 
If he doesn’t say to himself, “I'll be 
lucky if I come out of this alive,” he 
at least subconsciously feels that 
way. If he is unconscious, his first 
awakening may well be an emo- 
tional shock. He sees cold walls and 
strange faces, impersonal and im- 
peccable; not very reassuring. “The 
large buildings, the long corridors, 
the sight of unfamiliar machinery, 
the white clad doctors and nurses, 
the presence of so many other sick 
people, all are unfamiliar, bewilder- 
ing and all are frightening.” In Dr. 
S. S. Goldwater’s book “On Hos- 
pitals” he quotes W. E. Henley who 
“spoke for a myriad of patients 
when he described his dismal first 
impression of an English hospital: 

My confidence all gone 





5Field, Minna, ‘Patients are People,'' Co- 
lumbia University Press, New York, 1953: p. 
56. 
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soldier-porter 


The grey-haired 


waves me on, 
And on I crawl and still my 
spirits fail... 
These corridors and stairs of 
stone and iron, 
Cold, naked, clean . . . half work- 
house and half jail.” 
Goldwater goes on to say, “It is 
certainly a far cry from the hospital 
of Henley’s verse to the modern 
hospital and its systematic employ- 
ment of interior decorators.”* But is 
it? Interior decoration can do won- 
ders, but it remains limited by what 
the architect has provided in the 
structure. 


Discourage Hospital Look 


Architecture speaks for itself, 
even to the layman. Everyone has 
probably said at one time or an- 
other, “That looks like a bank,” or 
“That looks like a barn.” What is it 
that evokes these statements? It is 
the character that a building has 





‘Goldwater, Dr. S. S., "On Hospitals," The 
Macmillan Company, New York, 1947: p. 
45. 


47 


SOFTLY ST Fes 


544'- 0" 





























SERVICE CORRIDOR 









































s MATERNITY: 82. arDa Ae hei 

















i t 


i 
re 
2 A = a 


rrr Seapaeaaa 
snr i ina ia ms 























a 
BOILER ROOM & | SHOPS | GENERAL STORES 
MECH. EQUIP 
ee 
Cservice ENTRANCE 
oo ENG: 
INCIN. | oy . Cs. J 
MORG. 4 3) 
LAUNDRY KITCHEN MALE EMP LOC “autor | 2 
AUTOP € 
Ou ie 
Fem. |T eee | 
EMP. uT| 2 BEDS 5 
Lock | fF. <a 
\ 5 ()aBut ance ENTRANCE 
REST 
5 
| z 




































































































































































eS] patio -]} careTeria be] s Ve: 
i ee ee sem i 
® 1 a sa : 
R > S41 | 
Liv. YR. She > | | 
See =) «! NUR. WORK RM —_— 
ox Ree N-ST ST. | srenst SOLUT. lr 
"st 2 je ql 
IN- PATIENT CORRIDOR = ti | 
TH ff PHOTO a |ooc maa | i me al rae | 
H Praag} ay sae . =r | 
iz at Ur a Sie 
a zr Dy . 
Z We | 
x <1. ina oS Z oie 
z ke 
w — = 
a 
°o 
AG toa al 
r _._._(SAME_AS SURGICAL NURSING UNIT) 
4ft— 
> 
ws —— 5 
ag OUT-PATIENT CORRIDOR —— a - i 
3 Ft SaaS 7] RRR 
248 orr] wee ce @ fs: *‘sungicaL - ae : 
PS ae : P 
SE BA NZ =} 
3S | PHys THRAACS | WAIT.) BU: * ; F- ; | 
: . 7 | Seater Oeenarenae “y | 
= te. | & [awe ; shed - 
— * < 
hp i =f eee 
2S ( 2 
VANE whe icon z 
visitors’ —“corripor a 
1 | t Jrenine. GIFTS [SS ]ADM,S'Y ASAJDN] ~ e (SAME_AS SURGICAL NURSING UNIT) | 
| dt a : 














° 25 
SCALE IN FEET 


MEDICAL 


SAN JOSE, 


JUNE 22, 1954 


acquired from its function; previous 
experience creates a reaction in the 
observer. If we say, “It looks like a 
hospital,” what do we mean? Have 
we pleasant associations or is our 
picture primarily ominous? Unfor- 
tunately, I am afraid the latter is 
usually the case. To determine 
whether this is necessary, let us ex- 
amine the background that has cre- 
tated the usual hospital. Architec- 
turally, a hospital is one of the most 
complex building types. In addition 
to the usual problems of construc- 
tion . . . plan, structure, details of 
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Figure 2 


assembly, mechanical services and 
equipment . . . the operational re- 
quirements of the various depart- 
ments . . . surgery, delivery, radi- 
ology, laboratories, central supply, 
dietary, nursing, etc... . present a 
formidable jig-saw puzzle that the 
architect must solve. When it is 
necessary to fit all this into a stand- 
ard building, whether its shape be 
T, U, V, W, X, Y, or Z, the problem 
is all but insurmountable. Con- 
fronted by this complexity, the 
architect searches for a solution by 
piling story upon story. The result 


ean, ~ 
stg] 
ay 


~N 
RS 
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is a formidable mass that no ameunt 
of cajolery can reduce to a human 
scale. This is the “hospital look. 


Remove Institution Look 


Is there any other solution? Can 
the “look” be pleasant rather than 
frightening? Certainly inducing joy 
and happiness through more agree- 
able surroundings would be the 
best possible therapy. “It might be 
said that the problem of the hospi- 
tal administrator who wishes to 
humanize his hospital is to get the 
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institution out of it; and in all hu- 
mility, as one who has tried and 
never more than partially suc- 
ceeded, I confess that the task 
is a little beyond me. But. . . never 
say die! Bertrand Russell, who re- 
gards the ways of nature as cruel 
and abhorent, and who is baffled 
and disheartened by the very prob- 
lem of existence itself, declares that 
‘it is only on the firm foundation 
of unyielding despair that the habi- 
tation of the soul may be safely 
built.’ Though we hospital men ac- 
knowledge our despair, let us resolve 
never to yield, and perhaps, not 
withstanding our initial failures, we 
may yet succeed in getting rid of 
our ‘institutions’ in order the better 
to preserve our hospitals.” 

Let us inquire the what would be 
desirable and then consider whether 
a new approach is possible. Dr. 
Goldwater says, “Boredom and lone- 
liness arise from monotony of sur- 
roundings, from lack of occupation, 
mental and physical, from lack of 
accustomed pleasures and company, 
and from separation from family 
and friends. Much can be done to 
combat this state . . . a view of sky 
and landscape from the patients 
bed ... and removal to country 
branch hospitals or convalescent 
homes are ... helpful measures.” 
He also says, “Sky, trees, grass and 
flowers are sources of pleasure, in- 
spiration, and mental and _ bodily 
health, and are worthy of a place 
in every hospital program. De- 
pressing surroundings should be 
avoided, and undesirable encroach- 
ments should be guarded against.” 


Suburban Areas Best 


For some time the trend has been 
to place hospitals away from the 
center of congested urban areas. 
There are a number of reasons for 
this trend: 1) less traffic congestion, 
making them quieter and more ac- 
cessible; 2) closer proximity to 
residential areas for greater con- 
venience; and 3) lower land values. 
The last permits some consideration 
of space for future expansion and, 
equally important, greater openness 
of plan. It indicates a desire to get 
away from the “asphalt jungles” of 
our cities and provide a measure 
of natural landscaping; but how 
much does the patient benefit? Un- 
less the patients’ rooms are kept in 
contact with this new environment 
the effect is largely lost. Here, 


-_ 


‘Ibid.: p. 44, 
‘Ibid.: », 56, 
‘Ibid.: p. 251. 
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though, is the direction of desire. 
Can it be satisfied without losing 
the first requirement of hospital de- 
sign, convenience? 

On a small scale it can and has 
been done. There are innumerable 
thirty to a hundred bed hospitals 
throughout the country, built on one 
floor, where patient and landscape 
are brought together. One of the 
most successful examples is the 
Kaiser Foundation Hospital at Wal- 
nut Creek, California, designed by 
Clarence Mayhew, A.I.A. It is not 
hard to appreciate the effect of look- 
ing into, or maybe even being rolled 
into a garden, upon the speed of 
patient recovery. But the small hos- 
pital certainly suffers disadvantages 
in operating economy and in the 
completeness of service it can afford 
to provide. Since it obviously would 
not be practical to limit hospital 
construction to hospitals of less than 
a hundred beds, can we achieve the 
same results in larger institutions? 
I believe that there is a way. 

In the studies which the author, 
in association with Isadore and 
Zachary Rosenfield, recently com- 
pleted for the City of Palo Alto and 
Stanford University, a hospital was 
proposed having up to 1000 beds 
without exceeding three floors above 
grade: 428 beds directly at ground 
level, 428 beds one floor above 
grade and, in this case, a maternity 
unit of 144 beds on the third floor 
(see Figures 1 and 2). This is per- 
haps an extreme case, but it illus- 
trates that larger hospitals can be 
designed without divorcing the pa- 
tient from trees and grass and with- 
out indulging in the sprawling plan- 
lessness of the Service hospitals. 
What has happened that permits this 
type of planning? 


Placement of O. R. 


Essentially, it is a development 
in our technology. It is now not 
only possible but often preferable 
to eliminate natural light and venti- 
lation from certain work areas in 
order to maintain greater control 
over the physical environment. For 
some time operating rooms, for in- 
stance, have been built without 
windows, not from necessity but for 
efficiency. Yet in general planners 
have failed to take full advantage of 
this omission; operating rooms are 
still placed on the outside of build- 
ings! Why? In the past the width 
of a building has been limited to 
approximately fifty feet by the de- 
sire to provide natural daylight in 
all rooms. If we eliminate this re- 
quirement, is it not reasonable to 


look for a new concept in planning? 

Actually the new concept proves 
to be a rather old one, but one that 
heretofore has been impossible to 
realize: the concept of “cluster 
planning.” An architect confronted 
by a complex circulation problem 
often attempts to resolve it by draw- 
ing a series of bubbles to graphical- 
ly represent the inter-relationship of 
the various elements. Eventually 
these bubbles must be broken apart 
at the weakest links in order to 
fit them into the building contours. 
With “cluster planning” this ceases 
to be necessary and a truly func- 
tional plan can be developed. 

Let us look again at the operating 
department as an example to see 
what this means. If we decide that 
for maximum efficiency it would 
be desirable to create a central 
work space for instrument and 
emergency sterilization and doctors’ 
scrub-up and that the space should 
be directly connected with each of 
six operating rooms, as might be 
required in a 300-bed hospital, the 
diagram would look something like 
Figure 3. It is readily apparent 
that this cannot be transformed into 
the conventional building, but no 
difficulty is encountered if the ne- 
cessity for natural light and venti- 
lation in the operating rooms is 
eliminated. This not only effects an 
increase in departmental efficiency, 
but also allows new interdepart- 
mental relationships. For instance, 
the argument about the location of 
cystoscopy and fracture rooms dis- 
appears; they can be equally acces- 
sible to both operating and radio- 
logical departments. And even the 
laboratories can be brought into a 
close juxtaposition heretofore only 
attainable in much smaller in- 
Please turn to page 128 


Sus- Sree. 
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® WE BELIEVED then and we believe 
now that Mercy-Douglass Hospital 
can be used as shining proof that 
men of the healing arts of all races 
and creeds can.work success fully 
together. 

Municipal Court Judge Herbert 
E. Millen spoke with vision c! the 
new interracial institution border- 
ing Philadelphia’s Woodland Ave. 
between 50th and 5lst streets. Judge 
Millen is chairman of the hospital 
board. 

Referring more to the sleex go- 
lidity than its symbolic status, the 
architects suggest that frugally 
planned Mercy-Douglass is mute 
evidence that a comparable facility 
is within economic arm’s length of 
many more communities. 

The Commonweath’s General 
State Authority ordered a 200-bed 
hospital for $3,000,000, less portable 
equipment. What Philadelphia got 
eight months ago — on yesterday’s 
budget — was an eight-story struc- 
ture of 236 bed and 48 bassinet ca- 
pacity, whose outlines and appoint- 
ments bespeak tomorrow. The cost 
was $100,000 less than the total ap- 
propriation. The cost per bed, about 
$13,000, is lower than any compa- 
rable medical center constructed re- 


“ .. The Doors 


cently anywhere in the country. 
(Per bed cost today averages $18,- 
000 to $20,000.) 

Nor were facilities sacrificed for 
budget. From the large laundry on 
the ground floor to the comfortable 
solariums on all three bedroom 
floors, it is sparklingly new. Candid 
testimony was offered by an ciderly 
lady who had labored a long time 
raising funds for the hospital 
“We've been working for years to 
patch up a rattly old car and keep 
it running,” she said, beaming up 
at the imposing facade. “Now, bless 

Main Entrance of the 236 bed Mercy-Douglass Hospital in Philadelphia, Pa. eet ane we ie oe 

The “Cadillac,” paradoxicaliy, has 
stood waiting since it was conipleted 
last December. Hospital expenses 
are half again as high as they were 
twenty years ago, and Mercy- Doug- 
lass needed a yearly operating 


Mr. Shay is an architect with Howell 
Lewis Shay and Associates, Architects and 
Engineers, of Philadelphia, Pa. 
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budget of $1,250,000. “Medicine has 
taken giant steps in recent years,” 
an institution official explained, 
“byt not without some pretty big 
parallel strides in advancing ex- 
penses.”” Personal bequests, substan- 
tial pledges from staff members and 
associates, and appropriations from 
both the Commonwealth and the 
Community Fund could not close 
the financial gap. And the hospital 
would have many non-paying pa- 
tients. 

Then the State signed an agree- 
ment with hospital officials and the 
University of Pennsylvania, appro- 
priating 110 beds for mental cases. 
Legislation to be introduced by the 
Leader Administration would absorb 
a $440,000 yearly operating deficit, 
assuring that the doors will be 
opened. 


Neecied Non-Segregated Facility 


The urgent need for a non-segre- 
gated modern facility where Negro 
physicians can interne and practice, 
and where Negro nurses can be 
trained, will be filled by Autumn, 
officials predict. 

A bleak, battered 214-story gray 
stone structure, built as a school in 


Will Be Opened’ 





1881, housed the hospital until it 
had to close to allow construction of 
the new building. It was unsuitable, 
unsafe, uneconomical. Behind this 
was a red brick Nurses Home, which 
will remain at least temporarily, 
and a smaller brick structure to be 
used for medical research projects. 


Site restrictions precluded razing 
the old building before the new one 
was built — a problem for the ar- 
chitects, since there was little space 
to spare. Three schemes were pro- 
posed and rejected before the final 
shape was agreed upon — a building 
that literally wrapped around the 
doom antecedent plant, library, and 
chapel, enfolding them on three 
sides. In construction, one writer 
observed figuratively, “The new 
hospital has risen like a kindly 
Screen before the battered 1881 
structure, . .” 
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Functional Analysis 


Within the brick-trimmed, con- 
crete-framed shell, designers pro- 
ceeded with functional analysis — a 
graphic breakdown of the size, func- 
tion and relationship of each depart- 
mental operation, portrayed in color 
in simple block and line diagrams. 
Those not familiar with, or confused 
by complex plans and blueprints 
have no trouble following the color 
and size indicating a particular de- 
partment on the diagram to its loca- 
tion — in the same color — on plans 
developed at a later stage. They also 
see how it relates in a plan bearing 
the same relationship to nearby 
activities as in the functional analy- 
sis diagram. 

Location and integration of de- 
partments, as well as vertical flow 
and travel, determine a hospital’s 
physical fitness. Departmental heads 
offered advice on layout and ar- 


rangement, and in private and — 


group discussions with the archi- 
tects outlined what they wanted to 
introduce into the new plant. The 
architects, who had to know the 
anatomy of every department, con- 
sulted U. S. Public Health Service 
optimum design studies. They 







also drew on experience acquired 
in creating kindred projects, in- 
cluding medical, surgical and other 
buildings for a state mental insti- 
tution in nearby Norristown, an 
Oncologic Hospital, and Women’s 
Medical College. 

Space requirements were deter- 
mined, with raw square footage 
figures for each department trans- 
lated into proportionately scaled 
colored rectangles on a diagram 
Then the rectangles were arranged 
in a seven-floor initial space distri- 
bution scheme. The final scheme, 
as shown, included an eighth floor, 
with centrally located vertical trans- 
portation and adjacent public space. 

Four beds to a room is the limit 
in Mercy-Douglass. This was one Rx 
for the old-line ward system. Every 
ward floor, it was decided, should 
have two nursing stations, each 
within convenient reach of its as- 
signed 25 beds. Every bedroom floor 


by Howell Lewis Shay 
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was provided with a solarium for 
patients — comfortable lounge 
chairs and lots of glass area. Every 
floor has a visitor’s lobby and pub- 
lic toilet facilities near the passenger 
elevators. 

An out-patient clinic on the 
ground floor has its own X-ray de- 
partment, operating room and eye, 
ear, nose and throat infirmary. An 
emergency section nearby has pri- 
vate operating and rest rooms, Fa- 
cilities for manufacturing drugs and 
plenty of storage space were in- 
cluded in the pharmacy and utilities 
department, This a morgue, autopsy 
room, and “museum” for patholog- 
ical exhibits and test displays. Also 
on ground level, attendants have 
lockers and chairs, and there are 
separate lounges, showers, and rest 
facilities for nurses. General storage 
occupies the West wing along with 
shipping rooms, a large laundry, and 
a boiler plant. A brick stack and 
other provisions for switching to 
coal are there, should the need arise. 
Modified Wallvectors in the floors 
above are the outlets for the con- 
vection heating system. 

A freight elevator in the storage 
area connects with the floors above. 


Every Room Has Piped Oxygen 


Two rooms on the first floor — 
one for oxygen, the other for stor- 
ing gases in tanks — reveals another 
installation feature of the hospital: 
piped oxygen to every bedroom. 
Few medical centers can boast such 
a time-saver. It took some planning 
on a stringent budget. Pharmacy 
storage nearby was equipped with 
a separate vault for storing alcohol. 

A general cafeteria on the first 
floor will seat about 150. Attendants 
have their own dining quarters 
(seats 32), and there is a special 
dining room for officials adjoining 
the main cafeteria. The kitchen is 
outfitted with several big walk-in 
refrigerators for storing dairy, pro- 
duce, meats, and other perishables. 
Food for the day is moved from the 
storage boxes to several commer- 
cial-type refrigerators of different 
capacities, within easy reach of the 
preparation tables. 

But the food flow system is the 
institutional feature sine qua non. 
A Subveyor, modern descendant of 
the primitive dumbwaiter, will move 
food faster and warmer to floors 
above. Trays prepared in the main 
and diet kitchens and labeled with 
room number are carried up to the 
pantry on the proper floor for dis- 
tribution to bedrooms. 


Please turn to page 131 
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Malcolm T. MacEachern, M.D. 


In MEMORIAD 


1881-1956 
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Dr. MacEachern passed away quietly at his home in Chicago, February 3, 1956. 
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PHARMACY COMMITTEE 
Continued from page 36 


Committee Members 


The size of the hospital and the 
specialty diversification of its staff 
determines the number of members 
of its pharmacy committee. 

In accepting appointment, each 
member assumes an obligation to 
contribute toward developing scien- 
tific and logical procedures for the 
utilization of drugs, putting the 
medical needs of the patients and 
of the hospital above personal scien- 
tific interests and goals. He is ex- 
pected to keep himself posted on 
both the pharmacological merits of 
specific drugs and on their cost as 
related to their efficiency, focusing 
constantly upon prevention of need- 
jess duplication within therapeutic 
classes of drugs. His communica- 
tions with other members of the 
hospital staff in matters concerning 
the operation of the committee will 
reflect its combined thinking. In 
these contacts, of course, he wel- 
comes the opinions expressed by his 
non-member colleagues and invites 
them to share their ideas and prob- 
lems with the committee. 

Besides practicing the hospital’s 
policy regarding the use of generic 
and official names and the metric 
system, pharmacy committee mem- 
bers also support and participate in 
“blind tests” in drug evaluation. By 
this means, during clinical and 
pharmacological study of a drug of 
a given generic name, the different 
brands are so labeled that only the 
chairman and the secretary know 
the identity of each unit. 


Each pharmacy committee mem- 
ber also has the personal responsi- 
bility to attend all meetings regu- 
larly and promptly, coming pre- 
pared to discuss the items listed on 
the agenda fully and objectively. 


Activities of the Committee 


The pharmacy committee comes 
into being through official action of 
the hospital’s governing body, us- 
ually the board of trustees. The 
committee’s purposes, responsibili- 
ties, and organizational pattern are 
then incorporated in the by-laws of 
the hospital. 

To permit continuity of service, 
tenure of membership in the com- 
mittee is usually staggered, a new 
chairman being appointed annually. 

The committee may begin its work 
by listing and classifying the hos- 
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pital’s therapeutic needs that are 
met by drugs, using as a starting 
point the broad categories named in 
“New and Non-Official Drugs.” The 
next logical phase is the determi- 
nation of appropriate guidelines for 
selecting the actual agents to be 
listed under each category and sub- 
category. The following criteria sug- 
gest themselves: 


1. Be sure that the drug is ther- 
apeutically efficient; 
2. When in doubt, give prefer- 
ence to the United States Phar- 
macopeia, the National Formu- 
lary, New and Non-Official Rem- 
edies and Accepted Dental Rem- 
edies Drugs; 
3. Avoid unnecessary duplication 
among drugs of similar action; 
4. Reject drugs of secret or un- 
known composition; 
5. Avoid mixtures of drugs unless 
the combination has been proven 
to be of therapeutic advantage. 


New developments are with us 
constantly in this rapidly moving 
era in drug therapy. It is essential 
therefore, that the pharmacy com- 
mittee assemble a hospital formu- 
lary and keep it current through a 
series of supplements. 

Clinicians wishing to introduce a 
non-formulary drug in the hospital 
request approval of the pharmacy 
committee for its use. The commit- 
tee then considers the proposed ad- 
dition in the light of the evidence 
presented in its behalf, the individ- 
ual and collective knowledge of the 
members concerning it, and the 
adequacy of drugs already listed in 
the formulary and supplements to 
meet the expressed need. Newly 
accepted drugs are listed in the 
supplement in accordance with the 
style of the formulary. Staff expe- 
rience with drugs in the supplement 
is reviewed after a trial period of 
six to twelve months and decisions 
made as to: dropping the drug, re- 
taining it in the supplement for fur- 
ther evaluation, proposing its trans- 
fer from supplement to formulary. 


The aforementioned procedures 
apply only to the orderly process 
of making additions to or deletions 
from the standard drug inventory 
and formulary system of the hos- 
pital. In its formative stages, the 
up-to-date Pharmacy Committee 
establishes proper mechanisms for 
procuring drugs not _ routinely 
stocked that a physician wishes 
to prescribe for a patient on an in- 
dividual basis. Usually, the phar- 
macist receives these emergency re- 


quests directly from the physicians 
and may recommend review by the 
Committee, if indicated in accord. 
ance with its operating policies. 

The frequency of committee 
meetings varies according to the 
type and size of hospital. In general, 
however, the group should come 
together at least four times a year 
for regular meetings. Special ses- 
sions may be called at the discre- 
tion of the chairman or upori re- 
quest of the medical staff, the ad- 
ministrator or the committee secre- 
tary. 

From its early inception, the 
pharmacy committee makes a formal 
report at the quarterly meetings of 
the medical staff or more often, if 
indicated. Provision is also made for 
forwarding the committee’s recom- 
mendations promptly to the admin- 
istrator or to the trustees of the 
hospital when the proposals involve 
major hospital policy. 


The Pharmacy Committee and the 
Hospital Administrator 


The hospital administrator is, ex 
officio, a member :of the pharmacy 
committee. Although his scientific 
and technical knowledge regarding 
the content of the committee’s delib- 
eration is necessarily limited, he 
makes a significant contribution in 
his advice on the practicability of 
the recommendations. For instance, 
he has first-hand knowledge of ac- 
cessible resources in_ personnel, 
equipment, plant; of legal implica- 
tions and of the availability of dol- 
lars to effect suggested changes and 
innovations. 

Besides officially establishing the 
pharmacy committee and incorpo- 
rating its existence within the hos- 
pital’s by-laws, the administrator 
provides the manifold services re- 
quired to translate committee rec- 
ommendations into better patient 
care and improved hospital manage- 
ment. Consequently, he participates 
personally in meetings and other 
activities of committee concern, 
making his valued vote reflect the 
vital partnership of administration 
in furthering the goals of the com- 
mittee, therefore, those of the hos- 
pital. ‘ 

The efforts and investmerts of 
hospital management in_ backing 
and stimulating the functioning of 
a live, mature, dedicated pharmacy 
committee pay highly lucrative divi- 
dends in the currency of confidence 
and security that patients are getting 
top-quality drug therapy effectively 
and efficiently administered. s 
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fewer cut-downs 


ev 


res 
ee oe 


S 
al 
d 
mr 
5 
5 
& 


sez” 





su 


new Cutter pediatric scalp vein 
infusion set eh enc 


attachment to conventional I.V. set; 


12 inches of soft pliable tubing, 
lending itself to easy coiling and taping 
to the scalp; 


z i P : short-beveled, small gauge needle in 
Cutter Scalp Vein Set is always immediately ready for use. protective sheath; 


Head restraints are unnecessary. Normal head movement is in a pyrogen free, sterile (inside and 
’ 2 : 7 out), polyethylene envelope. 

permitted by the slack in the coiled tubing. The flexible extension 

set allows easy coiling and taping to the scalp. Greater comfort 

is obtained and nursing care is minimized. Cut-downs 


LIFILAC 


Pyrogen free and sterilized both inside and out, the disposable 


are rarely necessary. 


“SIMPLIFY FOR SAFETY WITH CUTTER 


CUTTER PEDIATRIC SCALP VEIN INFUSION SET 


Vy A Product of Cutter Engineering Research 


Currar Laboratories 
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Who's Who 





ALTMAN, Harry D.—See SHOULDICE 
notice. 


Attaway, Harrison P.—Appointed 
director of supply services at the 
Menorah Medical Center in Kansas 
City, Missouri. He succeeds Miss 
Rose W. Koren, who resigned. 


Bates, Lewis E.—Appointed ad- 
ministrator of Crisp County Hos- 
pital in Cordele, Georgia. He was 
formerly administrator of Bamberg, 
South Carolina Hospital. He suc- 
ceeds Miss ELtnor WarInNc. 


Beck, Atic—E K.—Named acting per- 
sonnel director of the Baptist Hos- 
pital at Winston-Salem, North Caro- 
lina. She was formerly assistant 
personnel director with the same 
Hospital. She succeeds Otis A. Mc- 
Cork LE, who resigned. 


BERMAN, PuHoresus Dr.—Retired 
from his position as medical direc- 
tor of the Los Angeles County Hos- 
pital in Los Angeles, California. He 
began 36 years ago as an intern and 
later went up through the ranks as 
resident physician, senior instructor 
of interns, asisstant superintendent 
and ultimately to the top position 


as medical director. 


BERRYMAN, GeEorGE, M.D.—Appoint- 
ed to the interdepartmental com- 
mittee on nutrition for National 
Defense. He is head of the depart- 
ment of clinical investigation at 
Abbott Laboratories in Chicago, 
Illinois. 


Bone, Erwin H. Rev. Dr.—Elected 
president of the.board of directors 
of Deaconess Hospital in St. Louis, 
Mo., succeeding the Rev. Eimer H. 
Hoerer. Dr. Bode is Minister of St. 
Paul’s Evangelical and Reformed 
Church. The Rev. Paut Pret of 
Salvator Evangelical and Reformed 
Church was elected vice president 
to succeed Dr. Bode. 


Bommer, Frep—See MULLIKAN no- 
tice. 


Bowen, Rosert E. Dr.—Elected 
president of the Memorial Hospital 
in Illinois. He succeeds Dr. Jacos 
E. RetscuH, who will assume chair- 
manship of the executive commit- 
tee. 


BracKETT, Harotp F.—Appointed 
administrator of Ring Sanatorium 
in Arlington, Mass. 


Resigns from American Hospital Association 


Elizabeth M. Sanborn 


m After more than five years of faithful 
service Miss Elizabeth M. Sanborn, secretary 
of the Committee on Hospital Auxiliaries of 
the American Hospital Association, resigned 
abruptly at the beginning of February. Dur- 
ing her tenure of office she saw the institu- 





58 


tional membership for hospital auxiliaries 
grow from nothing to 1,085. This figure rep- 
resents more than a million and a half vol- 
unteers affiliated with hospitals. 


Miss Sanbern is widely known throughout 
the United States, Canada and the Terri- 
tories for her work with the Young Women's 
Christian Association of Chicago, the Com- 
munity Chest and Council of Social Agen- 
cies of Evanston, Ill. and Kansas City, 
Missouri and numerous other public service 
activities. 


Miss Sanborn is a graduate of the Univer- 
sity of Kansas and has an extensive back- 
ground in public relations having served as 
an editorial staff member of "The Kansan" 
in Kansas City, Kansas. She lives in Evan- 
ston, Illinois and continues her community 
interests there as a member of the Business 
and Professional Women's Club, the League 
of Women Voters and the Zonta Club, in 
addition to her activities listed above. 


She has not disclosed her plans for the 
immediate future. 


BrotHers, GRAYSON J.—Appointed 
to a four-year term as a member 
of the North Carolina State Eoard 
of Nurse Registration and Nu sing 
Education. He is administrator o/ the 
Grace Hospital at Morganton, N.C. 
He succeeds Rosert M. Gantt. 
BruUNNER, ENDRE Dr.—See_ Srone 
notice. 


Burrow, Noan W.—Appointed as- 
sistant administrator and business 
manager of Shelby Hospital at Shel- 
by, N.C 


CarTER, PHit—Appointed adminis- 
trator of the Methodist Hospital in 
Lubbock, Texas. He was formerly 
administrator of the Bataan Me- 
morial Methodist Hospital in Albu- 
querque, New Mexico. 


Connors, Epwarp J.—Appointed in- 
structor in Hospital Administration 
at the School of Business Adminis- 
tration, University of Michigan. 


Cox, Kysrer—Appointed adminis- 
trative assistant of University Hos- 
pital and Hillman Clinic, in Ala- 
bama. 


Dayton, THEODORE Dr.—See Mur- 
PHY notice. 


R. H. Denning 


Denninc, Reusen H.—Appointed as- 
sistant manager of the VA General 
Medical and Surgical Hospital, 
Iowa City, Ia., which is affiliated 
with the University of Iowa Medical 
School. DENNING was former!y aS- 
sistant manager of the VA Donnicil- 
iary, Camp White, Oregon. 


DotskI, Jerome—Elected to Board 
of Trustees of Kewaunee Ares Hos- 
pital association of Wisconsin. Also 
elected were Dan STANGLE, GLENN 
J. StatKy, Dick Konrt, Mrs. David 
SwaceL, ARDEN KoeEHLER, Rock 
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cIGA CAN HELP ¥YOU-:.. 


To obtain any of the numerous informational and teaching aids produced by CIBA, please 
write to the proper departments noted below. 


LITERATURE 


Booklets, brochures and reprints concerning CIBA prod- 
ucts will be sent free of charge on request to the Medical 
Service Department, CIBA, Summit, N. J. In addition, two 
volumes of particular interest from THE CIBA COLLECTION 
OF MEDICAL ILLUSTRATIONS by Frank H. Netter, M.D. — 
Vol. 1, Nervous System (sold at cost, $6) and Vol. 2, Repro- 
ductive System (sold at cost, $13)— may be obtained by 
sending check or money order to Publication Dept., CIBA, 
Summit, N. J. 





An extensive library of colored anatomical slides (art 
work by Frank H. Netter, M.D.) is available for loan or 
purchase. A complete list of the slides may be obtained 
by writing the Publication Dept., CIBA, Summit, N. J. 





mre rm ee an meemene eeems, 


The latest scientific information on products manufac- 
tured by CIBA is presented in'exhibit form for the benefit 
of staff doctors — without interference with hospital rou- 
tine. You may write to the Hospital Service Division, 
CIBA, Summit, N. J., requesting a display on a convenient 


date. 





A library of films in color with sound may be borrowed to 
be used as teaching aids for nurses, residents and internes, 
or as part of refresher courses and staff meetings. If you 
wish, projection equipment and a qualified operator will 
be provided without charge. A list of film titles is available 
from the Hospital Service Division, CIBA, Summit, N. J. 


Booking Arrangements for Films: Please make requests at least 3 
weeks prior to showing date to the nearest office of distributing 
agents — 


IDEAL PICTURES CORPORATION: 


East — 223-239 West 42nd Street, New York 36, New York Tel.: LAckawanna 4-0916 
Central — 58 East South Water Street, Chicago 1, Illinois Tel.: FInancial 6-5245 
South — 18 South Third Street, Memphis 3, Tennessee Tel.: 37-4313 

West — 2161 Shattuck Avenue, Room 29, Berkeley 4, California Tel.: THornwall 3-6464 
Hawaii — 1370 South Beretania Street, Honolulu, T. H. Tel.: 65336 


C I B A SUMMIT, N.J. 
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Kenney, Maser K. Tempy, C. C. 
IHLENFELDT, EpmMuND LEANNAH and 
LEO VANDERBLOEMEN. 


Eckert, GeorceE F.—Named ad- 
ministrator of Anson County Hos- 
pital at Wadesboro, North Carolina. 


Evuzey, Miss Hettrye, R.N.—See 


Fancvuy notice. 


Fancuy, Junius J.—Appointed ad- 
ministrator of Riley’s Hospital and 
Clinic, Meridian, Miss. He is suc- 
ceeded at Stone County Hospital in 
Wiggins, Miss. by C. N. STEELE, and 
in his present position succeeds 
Miss Hettye Etuzey, R.N., who will 


continue as_ superintendent of 


nurses. 


Fister, JAMES K.—Appointed ad- 
ministrator of the Nantucket Cot- 
tage Hospital in Massachusetts. 


Forp, Donatp L.—Appointed assist- 
ant director of The Children’s Hos- 
pital of Philadelphia, Pa., succeed- 
ing Dwayne L. Hatt, who has been 
appointed administrator of the Ry- 
burn Memorial Hospital in Ottawa, 
Ill. 


FRANK, MAxXwELL Dr.—Resigned as 
executive director of Beth Israel 
Hospital in New York, for reasons 
of health. 
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QUALITY, BEAUTY, RUGGEDNESS, oa 


of the cost of stainless steel or aluminum! 


BREWER hsciec abel 

BREWERCHROME plated hospital equip- 
ment consists of a complete line for budget- 
wise buyers. This marvelous, heavy chrome- 
plate — (using stainless steel only where 
really needed) — costs only a fraction of 
conventional equipment. Here is a wonderful, 
new concept for greater economy with max- 
imum beauty and utility. Contact your hos- 
pital supply dealer, today! 


Hides a seat 


No. 136 SURGEON’S No. 133 LINEN HAN- 
EXAMINING STOOL: All PER: All steel welded. 
welded steel. Adjustable, Mounted on rubber swivel 
chrome steel. casters. Durable chrome. 


No. 147 OVERBED 
TABLE: Designed for 
rough usage. Ideal where 
both beauty and function 
count. Adjustable. Fire- 
proof, alcohol proof top. 


% AVAILABL 


No. 130 UTILITY CART: 
Available with wire or 
aluminum baskets. 


E FROM YOUR HOSPITAL SUPPLY DEALER 


BY E. F. BREWER COMPANY BUTLER, WISCONSIN 


GREER, JOSEPH P.—Named assistant 
director of St. Luke’s Hospital in 
Chicago. 


Gruss, JOHN H.—See Moss notice, 


Hatt, Dwayne L.—Appointed ad- 
ministrator of the Ryburn Memoria] 
Hospital in Ottawa, Illinois. 


GapssBy, GreorceE M.—See Nicutm- 
GALE notice. 


Gantt, RopertT M.—See Bnroruers 
notice. 


B. G. Hanson 


Hanson, Bertram G.—Appointed 
administrator of Memorial Hospital 
in Woodstock, Illinois. He was for- 
merly assistant administrator of the 
Children’s Memorial Hospital. in 
Chicago. 








Leo M. Lyons Retires as Director 
of St. Luke’s Hospital 


L. M. Lyons 


™ AFTER FOURTEEN YEARS aS 
chief administrative officer of 
St. Luke’s Hospital in Chicago, 
Leo M. Lyons is retiring as of 
March 31, 1956. 

Mr. Lyons, by his activity in 
local, state and national 0s- 
pital circles, has enhanced the 
reputation and prestige of St. 
Luke’s. He is currently vice- 
chairman of the Tri-State Hos- 
pital Assembly and has been 
president of the Chicago Hos- 
pital Council, the Illinois Hos- 
pital Association and the Amer- 
ican Protestant Hospital As- 
sembly. He is also a member of 
the American College of Hos- 
pital Administrators. As yet 
Mr. Lyons has not disclosed his 
plans following retirement. * 
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Everybody likes 
“COTCH” Cellophane Taped 
for bandaging! 


Looks better! Bandages applied with 
“SCOTCH” Brand Tape are neater, more 
attractive. Mirror-smooth surface stays 
clean longer, too. 


ime 


Holds tight ! Even in active work or 
play, “SCOTCH” Cellophane Tape 
sticks tight. And its adhesive is non- 
irritating. 


AVF LIACITT UT MTN Biwi 


Peels off painlessly ! youngsters like the fast, easy 
way “SCOTCH” Brand Tape peels off when bandages 
are changed. For neat, dependable bandaging, try the 
tape of 1,000 uses... 


“=~ §COTCH 


BRAND 





Cement Tape 3 


The term “SCOTCH” is a registered trademark of Minnesota Mining and 
Manufacturing Company, St. Paul 6, Minn. Export Sales Office: 99 Park 
Ave., New York 16, N.Y. In Canada: P.O. Box 757, London, Ontario. 
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HERBERT, ARTHUR REv.—See TROTTER 
notice. 


HicusmitH, Ricnarp—Named_ ad- 
ministrator of the Samuel Merritt 
Hospital in Oakland, Calif., suc- 
ceeding Exxtarp L. Stack, who re- 
tired. 


HoeFer, Rev. Etmer H.—See Bone 
notice. 


IHLENFELDT, C. C.—See Do.tsk1 no- 
tice. 


KENNEY, Rock—See Do.skr notice. 


KippE, JoHn F.—See Trotter notice. 


KNow.es, CorNnetia S. Mrs.—See 
StisTeR Mary BreNDAN notice. 


KorEHLER, ARDEN—See DOLSKI no- 
tice. 


Kourt, Dick—See Dotsk1 notice. 


LEANNAH, EpmMuND—See DotskI no- 
tice. 
RICHARDSON 


LEEMAN, GLEN—See 


notice. 





REDUCE HOSPITAL 
OPERATING COSTS ! 


USE TO TRABLE MATIRESS 


MOST TER DEVELOPED 


Sy 


@) 
o-cll INSTITUTIONAL MATTRESS 
FOR GENERAL HOSPITAL USE 


The amazing covering material used on SYKO-ETTE mattresses is 
unbelievably durable. You simply can’t appreciate its toughness until 
you have tried to tear it. It is, without doubt, the greatest improvement 


® Trade name 
registered and 
patents pending. 


in hospital mattresses in many years. 


And MOST IMPORTANT OF ALL- SYKO-ETTE Mattresses, with the sav- 
ings of labor and rubber sheets, will cost less than other good mat- 


tresses .. . they outlast other mattresses . . . they eliminate the use of 


rubber sheets and plastic covers . 


. . they enable you to cut your 


inventory of reserve mattresses . . . they are unsurpassed for comfort 
... they are guaranteed to do all we claim for them. What better buy 
could you ask for your money? 


Write today for complete information and a sample swatch of 
SYKO-ETTE covering material. Test it and you'll be convinced! 


LuTRELL, RicHarD E.—Appointed 
administrator of the Norman Muni- 
cipal Hospital in Oklahoma. He was 
formerly business manager ai the 
Hillcrest Hospital in Tulsa, Okla- 
homa. 


McCorkte, Otis A.—See BEck no- 
tice. 


McLean, CuHartEs M.—Resigned as 
administrator of Salem (Ore.) Gen- 
eral Hospital. 


McNas, A.LBert J.—Named assist- 
ant director of the Tampa Munici- 
pal Hospital located in Florida. 


Miter, Hat—Named business man- 
ager of the McCurdy Hospital in 
Oklahoma. 


Minuizen, JoHN E.—Retired as ad- 
ministrator of the University of Il- 
linois Research and Educational 
Hospitals in Chicago, after 33 years 
of service. 


MITCHELL, Roy—Appointed admin- 
istrator of the Umatilla Hospital 
District No. 1, in Washington. 


Morrison, Cart—See MITCHELL no- 
tice. 


Moss, James H.—Appointed ad- 
ministrator of Riverside Hospital in 
Ohio. He was formerly director of 
Audrain County Hospital in Mexi- 
co, Mo. He succeeds JoHN H. Gruss. 


SERIES 3000 
INNERSPRING TYPE 


The spring unit is firm, but with proper flexi- 
bility to give the comfort of a tuftless mattress. 
Bends easily for all positions of a gatch hos- 
pital bed. Interlocked construction prevents 
coils shifting out of proper position. Special 
flexible edge is designed to preserve shape of 
sides when sitting on edge of mattress. All 
seams of SYKO-ETTE covering are completely 
sealed against moisture. Supplied in four sizes. 


SERIES 4000 
FOAMEX TYPE 


The most comfortable of all hospital mat- 
tresses. The firm density stiffener (thru the 
center of the Foamex) provides the proper 
firmness and helps to keep the whole mattress 
flat and the sheet from crawling or wrinkling 
under patient's body. No metal of any kind 
used in this mattress. All seams of the SYKO- 
ETTE covering are completely sealed against 
moisture. Supplied in eight sizes. 


J. H. Moss 


Mutuikan, JoHN D.—Named assist- 
ant administrator for Valley 3aptist 
Hospital in Harlingen, Tex. suc- 
ceeding Frep BomMer, wiio re- 
signed’ to become administrator of 
the Montgomery County Fospital 
at Conroe, Tex. 


SUPPLIED 
IN 4 SIZES 


Murpuy, James Dr.—Named =eneral 
manager of the Veterans Acminis- 
tration Hospital at Oteen, N.C. He 
ceeds Dr. THEODORE R. [)ayYTON, 


SUPPLIED : = 
who is retiring. 


IN 8 SIZES 


NIGHTINGALE, W. T.—Elected chair- 
man of the Salt Lake General Hos- 
pital Advisory Board in Salt Lake 
City, Utah, succeeding GrorGE M. 
Gapssy. Mr. Nightingale is presi- 
Continued on page 70 


SUPPLYING THE WORLD'S HOSPITALS WITH Siyho © AND Sipho-clle ° MATTRESSES 
481 North Main Street Mansfield, Ohio 
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PLAN IN THREE DIMENSIONS 
Continued from page 45 


A—Determine the practical scale to 
be used—14” for a complete hos- 
pital or %”=1 foot if only a 
room layout is to be considered. 

B—Draw existing room dimensions 

on paper in preparation to trans- 
posing into a model on a %4” 
thick plywood board. 
Take this drawing to a good 
hobby shop and avail yourself 
of some expert advice from the 
proprietor without charge. He 
will recommend the necessary 
type and amounts of material 
needed to complete the project. 
This administrator used bass 
wood purchased in stock sizes 
for all walls and partitions. 

C—With the use of dividers measure 
wall lengths from the paper 
sketch and transpose this meas- 
urement to your length of bass 
wood. Mark with a pencil and 
cut with a razor saw. Apply a 
slight amount of glue to the bot- 
tom of the model wall and stand 
it on a piece of %4” plywood 
which will serve as a floor for 
the room. Cut adjacent walls and 
glue them, using same procedure 
for room partitions. The total 
time consumed for a_ simple 
room may be two hours which, 
with experience, may be reduced 
to one hour. Doors and windows 
may be cut out or just marked 
off on the walls—depending how 
elaborate one wishes to get. 

D—In a room layout %” equals 1 
foot scale model, the furniture 
can be moved about at will to 
determine the best location to 
serve your needs. Furnishings 
for a %” scale model may be 
purchased or fabricated. Fur- 
nishings for a %” scale model 
are not available commercially 
and inasmuch as 14” scale is only 
used on a large building project, 
floor plan is the big concern, not 
beds. Tools needed are a model 
makers razor saw, miter box 
for ease of cutting wood, model 
makers knife, dividers, model 
glue and a pencil. Total cost of 
the tools is less than $10.00. Cost 
of materials for a one room lay- 
out will be approximately $3.00 
including furniture. 

A 48 bed hospital layout was com- 
pleted for $7.00, exclusive of furni- 
ture. Many variations of the above 
procedure may be made by the indi- 
vidual to suit. ones own needs. For 
example, the author has successfully 
used a metal plate as a base and at- 
tached small magnets to the furni- 
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ture and partitions. 

When the final model is com- 
pleted, walls, floors and doors may 
be colored with either paint, crayon, 
or sheet vinyl plastic. When this is 
completed you will truly have a 
third dimensional plan of the pro- 
posed project. 

If the preceding is applied to your 
specific case, it will prove to be a 
pleasant way to handle unpleasant 
problems. By bringing the proposed 
problem-solutions visually to the 
Board of Directors, it will facilitate 
their readiness in accepting your 

| 





Development of a Manager 


& THE AMERICAN Management As- 
sociation in a survey of manage- 
ment development activity of 460 
companies reported a series of fun- 
damentals: Managers cannot be de- 
veloped, but they can be inspired 
to improve and develop themselves. 
The salary motivation is a poor one 
to emphasize in management de- 
velopment; rather the individual 
must satisfy senses of trust, initia- 
tive, duty, accomplishment, identity 
and integrity. a 


For 
Patient 
Protection 


Your PETROLATUM GAUZE 
MUST NOW BE U.S.P. 


The U.S. Pharmacopeia— Revision XV °— 
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Hospitals and the Law 





by Emanuel Hayt, LL.B. 


Court Excludes History of Accident 

In Hospital Record as Evidence 

® DESSI WILLIAMS WAS STRUCK by 
defendant’s automobile as he was 
crossing a street in Brooklyn, New 
York, with the traffic light in his 
favor. His right leg fractured, he 
was taken to Kings County Hospi- 
tal for treatment. At the trial, the 
testimony of the parties as to the 
manner in which the accident oc- 
curred was sharply discrepant. 
According to plaintiff, defendant’s 
automobile approached the inter- 
section, at which he was crossing, 
without diminishing speed and ran 
into him. Defendant, on the other 
hand, insisting that he had brought 
his car to a complete stop at the 
light, maintained that another vehi- 
cle had struck it from the rear and 
propelled it forward and upon plain- 
tiff. 

In the early stages of the trial, 
plaintiff introduced so much of the 
Kings County Hospital record as 
bore upon his injuries and their 
treatment. Counsel for defendant 
thereupon offered the balance of 
the record and it was received in 
evidence over plaintiff's objection. 
Specifically challenged by plaintiff 
as inadmissible hearsay was an en- 
try to the effect that he had stated 
to a physician at the hospital that 
“he was crossing the street and an 
automobile ran into another auto- 
mobile that was at a_ standstill, 
causing this car (standstill) to run 
into him”. Plaintiff denied making 
any such statement, and the doctor 
who recorded it was not called as 
a witness. 

The court was called upon to de- 
cide whether the statement attrib- 
uted to plaintiff, relating the man- 
ner in which the accident occurred, 
was properly admitted in evidence 
as a memorandum or record made 
“in the regular course of * * * busi- 
ness”. 

Section 374-a of the New York 
Civil Practice Act permits the intro- 
duction in evidence of “Any writing 
or record * * * made as a memo- 
randum or record of any act, trans- 
action, occurrence or event,” de- 
spite its hearsay character, “if the 
business, and that it was the regular 
course of such business to make 
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such memorandum or record at the 
time of such act, transaction, occur- 
rence or event, or within a reason- 
able time thereafter.” The term 
“business” is broadly defined as in- 
cluding “business, profession, occu- 
pation and calling of every kind”, 
and among the records within the 
section’s ambit are those that a hos- 
pital keeps in diagnosing the ills of 
its patients. 

The statute, similar to those in 
effect in most jurisdictions, is de- 
signed to harmonize the rules of 
evidence with modern business 
practice and give “evidential credit” 
to the memoranda or other writings 
upon which reliance is placed in the 
systematic conduct of business un- 
dertakings. 

It is the entrant’s own obligation, 
and to his interest, to have them 
truthful and accurate, made and 
kept as they are with the knowl- 
edge, indeed, for the purpose, that 
they will be relied upon in the con- 
duct of the enterprise. It is this ele- 
ment of trustworthiness, serving in 
place of the safeguards ordinarily 
afforded by confrontation and cross- 
examination, which justifies admis- 
sion of the writing or record with- 
out the necessity of calling all the 
persons who may have had a hand 
in preparing it. And it was to assure 
such accuracy and reliability that 
the legislature made explicit the 
condition that the memorandum 
may be received in evidence—and 
this is the heart of the provision— 
only if it was “made in the regular 
course of [the] business, and * * * 
it was the regular course of such 
business to make such memoran- 
dum”. 

“As the statute makes plain,” de- 
clared the court, and we do not 
more than paraphrase it, entries in 
a hospital record may not qualify 
for admission in evidence unless 
made in the regular course of the 
“business” of the hospital, and for 
the purpose of assisting it in carry- 
ing on that “business.” The business 
of a hospital, it is self-evident, is to 
diagnose and treat its patients’ ail- 
ments. Consequently, the only 
memoranda that may be regarded 
as within the section’s compass are 
those reflecting acts, occurrences or 


events that relate to diagnosis, prog- 
nosis or treatment or are otherwise 
“helpful to an understanding of the 
medical or surgical aspects of * * * 
[the particular patient’s] hospitaliz- 
ation.” E. g., Green v. City of Cleve. 
land, 150 Ohio St. 441, 443-444, 93 
N.E.2d 63, 65; Commonwealth y. 
Harris, 351 Pa. 325, 330-331, 41 A.2d 
688; see, also, Borucki v. MacKen- 
zie Brothers Co., Inc., 125 Conn. 92, 
102-103, 3 A.2d 224; McCormick, op. 
cit., § 290, p. 611. 

“Tt follows from this that a memo- 
randum made in a hospital record of 
acts or occurrences leading to the 
patient’s hospitalization—such as a 
narration of the accident causing the 
injury—not germane to diagnosis or 
treatment, is not admissible under 
section 374-a, and so it has been al- 
most universally held under the 
identical or similar statutes of other 
jurisdictions. See, e. g., Scott v. 
James Gibbons Co., 192 Md. 319, 
330, 64 A.2d 117; Sadjak v. Parker- 
Wolverine Co., 281 Mich. 84, 87-88, 
274 N.W. 719; Valenti v. Mayer, 301 
Mich. 551, 557, 4 N.W.2d 5; Green 
v. City of Cleveland, supra, 150 Ohio 
St. 441, 443-444, 83 N.E.2d 63; Weis 
v. Weis, supra, 147 Ohio St. 416, 425, 
72 N.E.2d 245, 169 A.L.R. 668; Com- 
monwealth v. Harris, supra, 351 Pa. 
325, 330-331, 41 A.2d 688; see, also, 
Borucki v. MacKenzie Brothers Co., 
Inc., supra, 125 Conn. 92, 102-103, 
3 A-2d 224; Watts v. Delaware 
Coach Co., 5 Terry 283, 44 Del. 283, 
58 A.2d 689; Brown v. St. Paul City 
Ry. Co., 241 Minn. —, 62 N.W.2d 
688, 695-696; Richardson on Evi- 
dence (8th ed., 1955), § 233, pp. 
209-210, 211-212; McCormick, op. 
cit., § 290, p. 611; Medina, Current 
Developments in Pleading, Practice 
and Procedure in the New York 
Courts, 30 Corn.L.Q., 449, 454-458. 
In the words of the Ohio court in 
Green v. City of Cleveland, supra, 
150 Ohio St. 441, 444, 83 N.E.2d 63, 
65, typical of those found in the 
other cases, “it was the business of 
the hospital to diagnose plaintiff's 
condition and to treat her for her 
ailments, not to record a statement 
describing the cause of the accident 
in which plaintiff's injuries were 
sustained.” 

Four of the judges of the Court of 
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Appeals upheld the contention of 
the plaintiff that the statement as 
to the manner in which the accident 
happened was erroneously admitted. 
The remaining three judges wrote a 
dissenting opinion as follows: 
“There is no reason why the 
“history” part of a hospital record, 
obtained not from unidentified per- 
sons but from the patient himself, 
should not be used in evidence 
against the patient. Of course, the 
writing must have been made in the 
regular course of the hospital’s 
business and it must have been the 
regular course of the business of 
the hospital to make such entries. 


But in this case plaintiff did not ob- 
ject because of any failure to prove 
those requirements. See Meiselman 
v. Crown Heights Hospital, 285 N.Y. 
389, 397, 34 N.E.2d 367, 371, supra. 
Indeed, he could not, after himself 
bringing the record to court, reason- 
ably urge that it was not the regular- 
ly made record of this hospital. And 
he knew, as we all do, that an ex- 
amining physician, especially in a 
hospital receiving department, al- 
ways inquires as to the cause of a 
trauma. Certainly, in the absence of 
any suspicious circumstance, it is 
not up to the courts to decide just 
how thoroughly a qualified physician 
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may delve into the cause or occasion 
of the injuries he is diagnosing and 
treating. Anyhow, all this is by the 
statute’s own words committed to 
the trial judge’s discretion. It is he 
who is charged with passing en the 
question of whether the entry was 
regularly made. Here, no one sug- 
gested that it was not so made or 
called for proof that it was. The 
trial justice, therefore, had no rea- 
son for excluding it, particularly 
since there was no suggestion that 
the physician or the hospital had 
any interest in the case or any pos- 
sible reason for falsifying these rec- 
ords.” 


A new trial was ordered pursuant 
to the majority opinion of the court. 
(Williams v. Alexander, 129 N.E.2d 
417, 421, 309 N.Y.) & 





Judge Advocates Hospital 
For Criminally Insane 


@ JUDGE WILL WILSON of the Texas 
Supreme Court today advocated a 
state mental hospital for the crim- 
inally insane. 

Wilson said that under the present 
system “if a jury finds a man does 
not know right from wrong, he is 
sent to the usual mental hospital. 
There the philosophy often is that 
the doctors are running a hospital, 
not a place of confinement”. 

In a speech to the Nueces Coun- 
ty Grand Jury Association and other 
civic groups in Corpus Christi, Wil- 
son said: 

“We should set up within the 
penitentiary system itself a mental 
hospital for those judged criminally 
insane, where the primary moti- 
vation is protection of the public 
against a man who has shown he 
can’t be allowed the privileges of 
liberty, but with emphasis upon 
treatment. Then the defense of in- 
santity would cease to be a loophole 
in our procedure.” Ld 


Childbirth Safety 


™ HERE’S THE HAPPY picture of the 
great improvement in childbirth 
safety in the past two decades. This 
year, 24,000 mothers would die im 
childbearing if 1935 mortalit; rates 
still prevailed; instead, some 2,000 
may lose their lives. In 1955, 230,000 
infants would die before their first 
birthday if 1935 rates held; actually 
130,000 fewer infants deaths are ex- 
pected. 
Reprinted from “Cortland Memo- 
rial Hospital Tales,” Cortland, N.Y. 
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Medical Records 





Recovery Beds 


QUESTION: What are recovery beds? 
This term seems to be used frequently 
lately. Are all beds in the hospital 
considered as recovery beds due to 
the fact that they are for patients who 
are supposedly recovering or is this 
a particular type of bed? Are recovery 
beds counted in the bed complement? 


M.P. 


ANSWER: Recovery beds are the 
beds in the Recovery Room where 
the patients are taken immediately 
following surgery and are not 
counted in the bed complement. This 
room is usually adjacent to surgery 
and provides closely supervised care 
for postoperative patients until they 
come out of the anesthetic and do 
not need such care. The number 
of beds in the Recovery Room is 
determined by the amount of sur- 
gery done in the hospital. The beds 
which are counted in the bed com- 
plement according to the Handbook 
on Accounting, Statistics and Busi- 
ness Office Procedures of the Amer- 
ican Hospital Association are those 
normally available for 24-hour serv- 
ice to patients. As a regular hospital 
bed was assigned to the patient on 
admission, and is ready and waiting 
for return of that patient to the 
room or ward the recovery beds 
are not counted in the bed comple- 
ment. 


Code for Obstetrical Cases 


QUESTION: I am just starting to work 
in a hospital which has been using a 
special card for indexing obstetrical 
eases. I have been unable to find a 
code sheet for use with this card. It 
has a column headed “Obstetrical 
Conditions” which is subdivided into 
10 parts lettered from A through K 
but omitting J. Where can I find a 
code sheet for use with these cards? 

S.G. 


by Edna K. Huffman, C.R.L. 


ANSWER: The second edition of 
the Standard Classified Nomen- 
clature of Diseases published in 1935 
listed a section on Obstetrical Con- 
ditions and assigned a special two- 
digit code number to each condi- 
tion. These codes were to be used 
only with cards such as you de- 
scribe. One was illustrated in the 
nomenclature. Such a section was 
also included in the third edition 
published in 1942. This method was 
widely used especially in hospitals 
doing considerable obstetrical re- 
search as it condensed the obstetri- 
cal section of the index file, and 
grouped various types of obstetrical 
conditions so that they were quick- 
ly available. Another advantage was 
the fact that considerable indexing 
time was saved. This section was 
dropped from the fourth edition of 
the Standard Nomenclature pub- 
lished in 1952. This method of in- 
dexing has been continued by the 
majority of medical record librari- 
ans who were using it. 

If such grouping is now used in 
your disease index and you wish to 
continue with it I would suggest 
that you look for a copy of the 1942 
edition of Standard. If you are un- 
able to find one in your hospital try 
to borrow one from some other hos- 
pital in your area, and then mimeo- 
graph copies of the section on Ob- 
stetrical Conditions. Failing this you 
may be able to borrow a copy from 
the Bacon Library of the American 
Hospital Association, Chicago. 


Authorization for Abortions 


QUESTION: Should abortion author- 
ization forms be used in any cases 
other than when the patient is known 


to be in a state of abortion? 7... 


ANSWER: For the protection of 
everyone concerned authorization 
forms releasing the hospital, and the 
doctor from responsibility for an 
abortion should be signed by the 
patient or nearest relative (if the 
patient is too ill to sign) in all 
cases of known or even suspected 
simple abortion, or in impending 
simple abortion. 


It must also be kept in mind that 
in addition to the necessary authori- 
zation by the patient for surgery, in 
cases of therapeutic abortion, that 
a consultation must be held ky the 
attending physician with another 
qualified physician, if the recuire- 
ments of the Joint Commission on 
Accreditation of Hospitals are to 
be met. They also require that a 
report of the consultation be written 
and signed by the consultant and 
become a part of the patient’s med- 
ical record. 


Major and Minor Procedures 


QUESTION: 


our Executive Board questioned our 


Recently a member of 


method of tabulating operative sta- 
tistics, i.e., total number of operations 
performed divided into major and 
minor procedures. I am familiar with 
the list of minor operations in Medi- 
cal Staff in the Hospital by Thomas 
R. Ponton, M.D., and revised by Mal- 
colm T. MacEachern, M.D. However, 
I would like for you to show how the 
following example should be _tabu- 
lated: a white female had the follow- 
ing procedures performed dilatation 
and curettage, hysteropexy, left sal- 
pingoopherectomy, and incidental ap- 


pendectomy. HB. 


ANSWER: Generally this would 
be counted as one operation (one 
patient operated upon), with three 
major and one minor procedures. 
However, it must always be remem- 
bered that circumstances could be 
such that the dilatation and curet- 
tage would be counted as a major. 
As the medical record librarian is 
not qualified to make such evalua- 
tions it should not be her responsi- 
bility to make this count but rather 
that of the operating room super- 
visor advised by the surgeon on the 
case at the time of surgery. 

When such a count must be kept 
the procedures are broken down in- 
to majors and minors and not the 
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operations. The accrediting agencies 
have all discontinued requesting the 
number of majors and minors in 
their reports due to the fact that 
there is no absolute yardstick which 
can be used in this evaluation. Fac- 
tors concerning a specific case could 
make a procedure major which 
would ordinarily be considered 
minor. The Joint Commission on 
Accreditation of Hospitals have 
been the last to discontinue this 
question and have taken it from 
their new report forms which go 
to the hospitals prior to the visits 
of their surveyors. = 


WHO'S WHO 

Continued from page 62 

dent of Mountain Fuel Supply Co. 
Vice Chairman is Harotp J. STEELE, 
a vice president of First Security 
Bank. KennetH A. RINDFLESH, di- 
rector of Salt Lake General Hospi- 
tal, was re-elected secretary. 


Ouserc, ALBIN H.—See TROTTER no- 
tice. 


Otson, Kart J.—See TROTTER no- 
tice. 


Peck, CLARENCE—See SCHWEIGER 


notice. 
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PEPPER, JOHN R.—Appointed to the 
board of Collins Chapel Hospital, 
in Memphis, Tenn. 


PRELL, Rev. PauL—See Bone notice. 


Retscu, Jacop E. Dr.—See Bowen 
notice. 


RicHarpson, Ray H.—New admiinis- 
trator for the Columbia disirict’s 
general hospital now under con- 
struction in St. Helens, Oregon. He 
replaces GLEN LEEMON. 


RINDFLESH, KENNETH A.—See Nicur- 
INGALE notice. 


SarEN, Martin—Appointed §assist- 
ant director of the Long Island 
Jewish Hospital in New York. 


ScurEKE, Herman ’- E.—Appointed 
administrative engineer of the Johns 
Hopkins Hospital in Baltimore, 
Maryland. He was formerly a US. 
Navy captain. 


ScHUMACHER, CarL W.—See Trorrer 
notice. 


ScHWEIGER, R. M., Dr.—Appointed to 
the board of trustees of Fort Atkin- 
son’s Memorial Hospital in Wiscon- 
sin. CLARENCE Peck of Whitewater, 
Wis. was also appointed to the 
board. 


SHOULDICE, KENNETH JAMES—Ap- 
pointed administrative assistant at 
Milwaukee County Hospital, in 
Wisconsin. He succeeds Harry D. 
ALTMAN who accepted the position as 
assistant administrator at the Com- 
munity Hospital in San Mateo, Cali- 
fornia. 


Sister M. Acnes—See SIsTEr VIN- 
CENTIA notice. 


Sister M. Gasrret—See SIstTEx VIN- 
CENTIA notice. 


Sister Vincent1A M. O.S.F.—!lecte¢ 
Mother General of the Frarciscan 
Sisters. She was formerly cirector 
of nursing service at the St. An- 
thony Hospital in Oklahom:: City. 
Sister M. AGNEs remains siperin- 
tendent and administrator of St 
Anthony Hospital, and Sisier M. 
GABRIEL, has been named tiie neW 
local superior for the hospital. 


Stack, Evitarp L.—See HIcHsMIT# 
notice. 


StatKy, GLENN J.—See DOLSKI no- 
tice. 
Continued on page 129 
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What Associations Are Doing 





American Association of Blood Banks 


Dr. Merlin L. Trumbull, retiring 
president of the American Associ- 
ation of Blood Banks, presents gavel 
to new president, Dr. J. J. Griffitts 
of Miami, Fla. 


® 815 PERSONS ATTENDED THE Eighth 
Annual Meeting of the American 
Association of Blood Banks held in 
Chicago, November 19-21, 1955. 
Registrants represented 284 cities, 
40 states, and six foreign countries. 

Dr. Richard Lewisohn of New 
York City was presented the Karl 
Landsteiner Award in Blood Bank- 
ing at the Annual Banquet of the 
Association. The award is presented 
by the Association to the person 
who has made the most outstanding 
contribution to the field of blood 
banking. 

The following officers were elect- 
ed: president-elect, Dr. E. E. Muir- 
head, professor of pathology and 
chairman of the department, Uni- 
versity of Texas Southwestern 
Medical School, Dallas; vice-presi- 
dent, Dr. Ralph M. Hartwell, direc- 
tor, pathology department, Hotel 
Dieu, New Orleans, La.; secretary, 
Miss Marjorie Saunders, LL.B., di- 
rector of public relations, Baylor 
University Hospital, Dallas, Texas; 
treasurer, Mrs, Bernice M. Hemphill, 
managing director of the Irwin 
Memorial Blood Bank, San Francis- 
co, Calif. z 


New Jersey 

@ ON WEDNESDAY, November 9, the 
Council on Administrative Practice 
held a Trustee-Administrator In- 
stitute at the Berkeley-Carteret 
Hotel in Asbury Park, N.J. There 
were five round table discussions 
covering the following topics: 
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. In the Hospital-Medical Staff 
Relationship, what are the re- 
sponsibilities of one to the 
other? 

. What is the Board’s responsi- 
bility for maintaining hospital 
standards and controlling medi- 
cal care? 

. How is liaison best maintained 
between the Board of Trustees 
and the Medical Staff? 

. What is the scope of responsi- 
bility for the Trustee? For the 
Administrator? 

. To what extent should the vol- 
untary hospital look to govern- 
ment for financial assistance? 

Each topic discussion was coordi- 
nated by a resource guest. The en- 
tire program was equally as inter- 
esting to the trustee as well as the 
administrator. & 


AUPHA Holds Special 

Conference 

® A SPECIAL CONFERENCE on Cur- 
riculum content and planning was 
held by the Association of Uni- 
versity Programs in Hospital Ad- 
ministration in Atlanta early in De- 
cember. Conference leaders were 


Professor Leo Simmons, eminent 
Yale sociologist, Public Adminis- 
tration authority, Wallace Sayre, 
and Dr. Ralph Tyler, expert in edu- 
cation. 


The conference was the third 
such sponsored by the Kellogg 
Foundation and was well attended. 
Among those present were such 
notables as Dr. Malcolm T. Mac- 
Eachern, professor of hospital ad- 
ministration at Northwestern Uni- 
versity in Chicago, Dr. Harvey Ag- 
new, of the University of Toronto, 
Professor James Hamilton of Min. 
nesota, George Buis of Yale, Dr. 
John McGibony of Pittsburgh, 
Richard Stull and Keith O. Taylor 
of California, William Markey of St. 
Louis, Harry Panhorst and Don 
Horsh of Washington University, 
Dr. Gerald LaSalle of Montreal, 
Walter McNerney and John Zugich 
of Michigan, Miss Laura Jackson 
and Dr. Charles U. Letourneau of 
Northwestern. 


The application of Johns Hopkins 
University for withdrawal from 
AUPHA was considered and ac- 
cepted. Next meeting was sched- 
uled for June, 1956. 8 


New officers of the Illinois Chapter of American Association of Hospital 
Accountants are (seated) Sister M. Elaine, St. Elizabeth Hospital, Danville, 
treasurer; Sister Marie of the Presentation, St. Mary’s Hospital, Kankakee, 
board of directors; Sister M. Sponsoria, St. Francis Hospital, Evanston, se¢- 
retary. Standing are Don Hamacheck, Passavant Memorial Hospital, Chi- 
cago, president; Duncan L. Bryant, Perry Memorial Hospital, Princeton, 
vice-president; Arthur W. Barron, Jr., Franciscan Sisters of the Sacr 


Heart, Joliet, past president. 
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Connecticut 

s OFFICERS OF ‘THE Connecticut 
Hospital Association were elected at 
the annual meeting, November 9, 
1955. They are as follows: president, 
Andre Blumenthal; president-elect, 
Charles V. Wynne, Waterbury Hos- 
pital; treasurer, Charles T. Tread- 
way, Jr., Briston Bank & Trust Co.; 
Clayton C. Chase, New Britain 
National Bank. Regional trustees 
are Rev. John P. McNerney, St. 
Joseph’s Hospital, Stamford; Clifford 
Thompson, Meriden Hospital; Bar- 
clay Robinson, Hartford Hospital 
and Parley Patten, Johnson Memo- 
rial Hospital, Stafford Springs. I. S. 
Geetter, M.D. Mt. Sinai Hospital, 
Hartford was elected delegate to the 
AH.A., and Stuart W. Knox, Con- 
necticut Hospital Association, ~~ 
alternate delegate. 


Left to right, Albert W. Snoke, 
M.D., past president; Charles V. 
Wynne, president-elect; Andre 
Blumenthal, president. 


Texas 

® A NEW HOSPITAL GROUP has been 
organized in Texas which undoubt- 
edly will gain national attention. The 
group is the Hospital Purchasing 
Agents Association of Texas. Al- 
though the Association is not affil- 
iated with the Texas Hospital Asso- 
ciation, it will work with the Asso- 
ciation. A meeting to further organi- 
zational plans was held at Baylor 
University Hospital in Dallas on 
September 2nd. Present for the 
meeting were Purchasing Agents 
E. W. Gehrke, Baylor University 
Hospital, Dallas; Guy E. Whale, Jr., 
Methodist Hospital, Dallas; John 
Williams, Harris Hospital, Fort 
Worth; Robert Mykleby, Scott and 
White Hospital, Temple; Buck 
gaat Methodist Hospital, Hous- 
n, 

The Association was formed in 
order to keep pace with the con- 
stant advancement in science and 
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medicine, to give to the patients 
entrusted to the care of their re- 
spective hospitals the best and latest 
available in equipment, supplies and 
techniques for faster improvement 
in healing. 

The following code of ethics has 
been prepared by the committee on 
organization: 

1. We must always consider the 
interests of our hospital and 
definitely believe in its estab- 
lished policies. 

. We must always be receptive 
to counsel from our associates 
and be guided by their coun- 
sel. 

. We must buy without prej- 
udice, seeking always to ob- 
tain the maximum ultimate 
value for each dollar expended. 

. We must strive consistently for 
knowledge of materials and 
processes of manufacture. 

. We must subscribe to and work 
for honesty and truth in buy- 
ing, and denounce all forms 
and manifestations of common 
bribery. 

. We must accord a prompt and 
courteous reception, so far as 
business will permit, to all 
who call on legitimate busi- 
ness. 

. We must respect our obliga- 
tions, and also require that 
those who call on us respect 
our policies and methods of 
doing business. 

8. We should always avoid any 
sharp practices. 

9. We should always try to create 
good public relations with all. 

The stated objectives of the As- 
sociation are: 


(a) to promote and develop 


sound purchasing methods 
among its members 

(b) to collect and exchange use- 
ful information regarding pro- 
curement, sources of supply, 
distribution and various prod- 
ucts and their uses 

(c) to correct trade abuses and 
to strive by all legitimate 
means to advance the hos- 
ptal purchasing profession 

(d) to encourage the fundament- 
als of purchasing which may 
be defined as “Buying ma- 
terials of the best quality, in 
the correct quantity, at the 
right price and time” 

(e) to promote a better under- 
standing between the salesman 
and the buyer. 

Membership in the Association 
will consist of active and associate 
members. Only those holding the 
title of Purchasing Agent or Direc- 
tor of Procurement may be active 
members, Associate members may 
be those who perform the duties of 
procurement in addition to their 
other duties. Such members shall 
not be entitled to vote or hold office. 
Each hospital shall be entitled to 
one member, either active or asso- 
ciate. 

Meetings of the Association will 
be held annually in conjunction with 
the Texas Hospital Association’s an- 
nual meeting each year. The first 
state-wide meeting will be held in 
connection with the Texas Hospital 
Association Convention to be held 
in Dallas at the new Statler-Hilton 
Hotel on April 3-4-5, 1956. 

Persons interested in the Associa- 
tion should contact Guy E. Whale, 
Jr., Purchasing Agent, Methodist 
Hospital, Dallas. a 
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Why we need a 


National Commission on Nursing Service 


Congressman Bolton answers the American Hospital Association 


® I AM GREATLY INDEBTED to HOS- 
PITAL MANAGEMENT for this oppor- 
tunity to present the case on be- 
half of my bill for the establish- 
ment of a National Commission on 
Nursing Services, and to express 
my views with respect to the Amer- 
ican Hospital Association’s opposi- 
tion to my bill. 

First of all, I may as well dispose 
of a question which is frequently 
asked me and which seems to 
puzzle various people. 

They say, “Why is Mrs. Bolton 
so much concerned about the nurs- 
ing situation? Why is she promoting 
a bill on this subject? Does she have 
some political reason for doing so?” 

I’m not too surprised at this point 
of view, because, in these days 
there are political reasons for al- 
together too many things. 

In my case the situation is simply 
this: 

I became interested in nursing 
when I was a young girl. I remained 
interested in nursing during the 
years when I was raising a family. 
During World War I when my hus- 
band was serving in Washington as 
a military aide to Secretary of War 
Newton D. Baker, I was chairman 
of the War Program Committee of 
the National Organization of Public 
Health Nurses. This committee 
played an important role in creating 
the Army School of Nursing, having 
convinced the Secretary of War that 
the school could train sufficient 
nurses to meet the needs of a na- 
tion at war. 

At the beginning of World War 
II after I had been elected to the 
House of Representatives, I was 
successful in having $1,200,000 ap- 
propriated for a National Defense 
nurse training program. It was ad- 
ministered by the U.S. Public 
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by Hon. Frances P. Bolton 


Congressman from Ohio 


| 

Frances P. Bolton, Congressman 
from Ohio, has introduced in the 
House of Representatives a bill pro- 
viding for the setting up of a National 
Commission on Nursing Services. 

In January, the American Hospital 
Association published an article stating 
its official stand in opposition to Mrs. 
Bolton's bill, and giving the reasons 
therefor. 

HOSPITAL MANAGEMENT there- 
upon asked Mrs. Bolton if she would 
write an article explaining why she | 
believes that a National Commission on | 
Nursing Services is imperative, and | 
commenting upon the arguments | 
against it recited by the American | 
Hospital Association. | 

We are indebted to Mrs. Bolton for | 
this frank and full discussion of the | 
subject, which we publish in the belief | 
that constructive debate on any issue | 
is conducive to its final solution. 

Charles U. Letourneau M.D. 
Editorial Director 





Health Service, the funds providing 
scholarships for basic, refresher and 
postgraduate programs. 


Two years later, largely as a re- 
sult of the success of this limited 
program, I introduced and the Con- 
gress promptly enacted into law the 
Bolton bill to establish the US. 
Cadet Nurse Corps. A war emer- 
gency program, the Corps was dis- 
solved in 1949. It had graduated 
125,000 young nurses to meet the 
needs of our nation in its time of 
crisis! 

In the succeeding years I have 
continued to support and _ sponsor 
nursing legislation. During the last 
session of Congress my bill to en- 
able men nurses to obtain com- 
missions in the Armed Services was 
enacted into law, thereby giving 
needed stature to an _ important 
group within the nursing profession. 

Why my continued interest? Be- 
cause I believed that nursing serv- 
ices (the care of the sick) were of 
vital importance to the public wel- 
fare. Only too often this problem is 
disregarded except by people who 
are sick and are in dire need; 
when they get well they forget it, 
and the public as a whole does not 
therefore give it sufficient atten- 
tion. 

But throughout this country, 
every day, there are people who 
are in immediate need of nursing 
care and cannot get it because there 
are not enough nurses to take care 
of them. People have to wait. Ad- 
missions to hospitals are put of 
The care of important cases is de- 
layed because “we can’t get a nurse 
until next Thursday.” 

A long study of the nursing situ- 
ation and familiarity with its di- 
lemmas and difficulties warranted 
my raising this question as a public 
issue in 1953. 

I knew that as matters stood to- 
day there were not enough nurses 
available for current needs. 
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I knew also that although the 
supply of nurses was increasing, it 
was not increasing as fast as the 
demand for their services. 

I knew that unless some correc- 
tive action was taken, this situation 
would eventually result in a crisis 
which I thought would be disastrous 
to the public — that is, to the peo- 
ple who are sick and in urgent need 
of nursing care. 

But just what should be done? 
What steps should be taken? Frank- 
ly, I didn’t know. 

To attempt to get the answer, I 
sent a questionnaire to some 10,000 
representative nurses and nursing 
associations, doctors, hospital ad- 
ministrators, nursing schools, edu- 
cators, laymen, state Governors, 
federal and state health authorities 
and others, to which more than 
4000 replied. 

The main substance of the re- 
plies can be summed up in these 
two sentences: 

Everybody agreed that there was 

an urgent need for more nurses; 

But there was absolutely no 

agreement within or among the 

related professional groups as to 
what should be done about it. 

Let me give you some examples 
of the conflicting answers I re- 
ceived. 

Some people said that federal aid 
to nursing was imperative. Others 
said that federal aid was the worst 
possible course of action. 

Some people said that what we 
needed was more nurses. with 
graduate degrees. Others said that 
this was ridiculous and that what 
we needed was more practical 
nurses. 

Some people said that nurses 
should be educated in high schools. 
Others said that public education 
of nurses was wrong and nurses 
should be educated in hospital 
training schools. 

Some people felt that government 
should assume more responsibility 
for training nurses, and others said 
that this was not government’s busi- 
ness and government should stay 
out of it. 

Some people insisted that the 
chief difficulty was that nurses were 
not being paid enough, and others 
said that “nurses are pricing them- 
selves out of their profession.” 

Some people talked about the 
need for developing a special class 
of technical assistants to handle 
modern hospital equipment and ap- 
paratus, and others felt that such 
technical problems should remain a 
responsibility ef the nursing pro- 
fession. 
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Some people suggested that the 
restaurant, laundry and_ record- 
keeping functions of nurses might 
well be relegated to other people, 
thereby leaving nurses free for 
more actual nursing. Others had a 
different point of view. 

There were opposing comments 
on the subject of the accrediting of 
nurses. Some people felt that the 
tightening up of licensing provi- 
sions was excellent, and others be- 
lieved that this resulted in closing 
training schools that had been very 
valuable. 

In short, there was absolutely no 
clear-cut pattern as to any indicated 
solution. And yet, on behalf of the 
public interest, a constructive 
course of action was imperative. 

But could the nurses, the hos- 
pital administrators, the doctors, or 
all three put together, come up with 
the right answer? 

The inescapable conclusion was 
that although this problem had 
been up to these professions for 
solution over a period of many 
years, they had not come up with 
any constructive answer; and in 
view of the divergent views which 
they expressed in answer to my 
questionnaire, I saw little likelihood 
of their doing so unless some agency 
were created which would stimulate 
action and reconcile differences of 
opinion. 

That was when I decided that 
the whole matter should be put up 
to an impartial Commission which 
would be composed not only of 
representatives of the nursing, med- 
ical, and hospital administration 
professions, but also of representa- 
tives of the general public who 
would attack the problem from the 
standpoint of the patient — that is, 
the person who gets sick and is im- 
mediately in need of nursing care. 

I felt that this outside influence 
was necessary in order to arrive at 
some area of agreement within and 
among these three professions — 
which, in the nature of things, look 
at the problem only from their 
respective points of view. 

First, let’s take the doctors. They 
are professional men _ operating, 
like any profession, on a basis of 
earned income. While every doctor 
assumes responsibility toward char- 
ity patients, the economy of the 
medical profession is, after all, pay 
received for services performed. 

Now let’s take the hospital ad- 
ministrators. A hospital is usually a 
tax-free and more or less public 
institution, with an obligation to 
care for charity patients from whom 
no pay can be expected except as 


state or local welfare funds are 
supplied. A hospital usually does 
not operate at a profit — in fact, it 
usually operates at a deficit which 
is made up by philanthropic con- 
tributions from private individuals. 
City, state, and federal hospitals 
operate on public funds — that is, 
on taxpayers’ money. The important 
point is that the economy of a hos- 
pital is one of a public institution 
instead of a private business, where- 
as doctors are, in the main, in pri- 
vate business. 

Now what about the nurses? 
Their occupation is one in which 
the financial rewards are today 
substantially below the average. 
This is one of the main problems in 
the situation and one of the major 
reasons for the threatened nursing 
shortage. But what I am pointing 
out here is that nurses are in the 
classification of employed people, 
whereas doctors are chiefly in pri- 
vate business and hospitals are op- 
erating chiefly as. philanthropic or 
tax-supported organizations. 

How can you expect agreement 
as to ways, means, and methods 
among groups with such a divergent 
economic basis, except through the 
help of people from the outside, 
representing the general public, who 
can act as a catalytic agent to de- 
velop areas of agreement which 
may lead toward constructive ac- 
tion? 

In the bill which I originally in- 
troduced I proposed a National 
Commission to study the subject of 
nursing services, to be composed of 
twelve members; two from the Sen- 
ate, two from the House, two from 
the executive branch of govern- 
ment, and six from private life. 
Among the latter would be repre- 
sentatives of the nursing, medical, 
and hospital administration profes- 
sions. 


I have since introduced a new 
bill which amends the provisions of 
the original bill with respect to the 
composition of the Commission. My 
new bill proposes the establish- 
ment of a Commission of fifteen 
people to be appointed by the Presi- 
dent of the United States. It pro- 
poses that “included among the 
members of the Commission shall 
be individuals from the nursing and 
medical professions, persons experi- 
enced with the administration of 
hospitals and of public health agen- 
cies providing nursing services, and 
recognized authorities in the field 
of social science, education, ac- 
counting, and business manage- 
ment.” 
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The new 


SPECIAL THERAPY BED 


LABOR BED—RECOVERY BED 


No. 42 Special Therapy Bed: Head and 
footboard panels are made of wood with 
stainless steel protective strips. Both ends 
removable. 


No. 43 Special Therapy Bed: Head and 
foot ends are made of heavy gauge but 
light weight aluminum. Both ends remov- 
able. 


No. 42-No. 43 


@ In the treatment of severe acci- 
dental injury cases the Hill-Rom 
No. 42—No. 43 Bed may be con- 
verted to an emergency treatment 
table. Transfer of the patient to 
the X-Ray department or operat- 
ing room may be effected easily, 
quickly, safely. 

This bed may also be used as an 
operating table for eye patients— 
the patient remaining in the bed 
for post-operative care and treat- 
ment. 

The Labor Bed may be used as 
an examining table and can quickly 
be converted for use in an emer- 
gency delivery. The foot end can 
be removed and standard knee 
crutches inserted in the foot-end 
sockets when the bed is to be used 
for this purpose. 

Each of these beds comes 
equipped with an IV rod, which 
is stored under the head section of 
the spring. There are six different 
locations for the use of the IV rod. 





nurse staff will be sent on request. 





Procedure Manual No. 2, by Alice L. Price, R.N., M.A., author of ““The Art, Science and Spirit 
of Nursing,” explains in detail the many different uses of the Hill-Rom Special Therapy—Labor- 
Recovery Bed, how to use and care for the bed, etc. Copies for student nurses and graduate 








HILL-ROM COMPANY, INC., BATESVILLE, INDIANA 
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I made this change in the sug. 
gested composition of the Commis- 
sion because I felt it might be 
difficult for congressmen and sena- 
tors to take enough time away from 
their legislative responsibilities to 
function properly as Commission 
members. Under the terms of the 
amended bill, however, the Presj- 
dent can appoint a Congressman or 
a Senator to the Commission if he 
so desires. 

The presence on the Commission, 
along with representatives of the 
nursing, hospital administration and 
medical professions, of “recognized 
authorities in the fields of social 
science, education, accounting and 
business management,” would give 
proper recognition to the interests 
of the patient through qualified 
people who were not concerned 
with the specialized interests of 
nurses, doctors or hospital admin- 
istrators, but only with the welfare 
of the public at large. 

The duties of the Commission are 
very simply defined in my new bill, 
as follows: 

“The Commission shall gather 
by scientific methods authorita- 
tive data relating to problems of 
the patient and the public in se- 
curing adequate nursing serv- 
ices, and shall make recommen- 
dations to the President with 
respect to ways and means for 
solving such problems.” 

Now let me discuss the reasons 
for the American Hospital Associa- 
tion’s opposition to my bill, as set 
forth in the January issue of their 
magazine. As near as I can interpret 
it, their stand is as follows: 

1. They say that although a study 
such as I propose might well be 
made, it should not be done by a 
commission such as I suggest. They 
say that a study might be under- 
taken by an independent, non-gov- 
ernmental body established under 
the auspices of qualified non-profit, 
non-governmental agencies or OI- 
ganizations. They say, and I quote: 

“A primary sponsor should be 
provided for, which meets the 
above requirements, is con- 
sidered to be a major health or- 
ganization, and which has had 
previous experience in the or- 
ganization and conduct of studies 
of national scope. Such primary 
sponsor should be responsible for 
establishing a study commission 
with representatives of the vari- 
ous professional bodies com- 
cerned and for developing 4 
carrying out the study. 

“The federal government should 
finance the study by a grant made 
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to the sponsoring organization.” 

As 1 see it, what this means is 
that they think it would be very 
nice if government would turn over 
federal funds to the American Hos- 
pital Association, the American 
Nurses Association, and the Amer- 
ican Medical Association, with per- 
haps the A.H.A. as the sponsoring 
organization, so that these three 
groups could conduct their own 
investigation of the nursing prob- 
lem. 

This would leave out of the pic- 
ture entirely the representatives of 
the patient and of the general pub- 
lic interest. I think that the pres- 
ence of people from government, 
and people representing the public, 
on any commission studying the 
nursing situation is imperative. In 
their absence, the three organiza- 
tions concerned would merely be 
studying themselves — which they 
have certainly had an opportunity 
to do for these many years without 
constructive results as far as nurs- 
ing is concerned. 

2. The AHA objects to what they 
term the “excessive breadth” of the 
study which I propose to be under- 
taken by the commission. They say 
that “it goes far beyond the needs 
of the study of the nursing profes- 
sion.” They suggest that any study 
group should confine its research 
to the provision of nursing service 
for the country, and the financing 
and the requisites of nursing edu- 
cation. 

In this connection I cannot escape 
the suspicion that the AHA would 
like to turn the spotlight on nursing 
only, and thereby avoid inquiry 
into the field of hospital adminis- 
tration and hospital financing. 

The fact is, of course, that nurs- 
ing cannot be’ separated from hos- 
pital administration and from the 
field of medicine. Nurses’ compensa- 
tion is, admittedly, one of the most 
serious problems in connection 
with the shortage of nurses. This 
question takes one immediately into 
the subject of hospital costs and 
hospital administration. It likewise 
leads immediately into the way in 
which nursing skills are utilized 
not only by hospitals but by doc- 
tors. How are hospitals going to be 
able to meet their expenses and pay 
nurses what is required to keep 
them on their jobs in a competitive 
market? To attempt to study the 
hursing problem without reference 
to hospital administration would be 
ridiculous. 

3. The AHA says that my pro- 
Posed commission would “repeat the 
Please turn to page 89 
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how fast you can 
safely seal and label 
autoclave packages! 





A PAIR OF GLOVES ALL IN ONE 
A SANITARY PACKAGE FAST 


A COMMUNICATION OPERATION 


Fast, convenient Time Labels cut packaging and labeling work in half. 
Eliminates extra folding and tucking. Pre-printed titles eliminate errors, 
confusion and waste. Time Labels are on tough Vinyl coated paper for 
every hospital department. Holds thru all standard autoclave processes. 
Seals cloth, paper or plastic. 


TIME LABELS ARE SAFE! 


.-. did you know that over 40 papers have been written on personnel 
safety the past 5 years? Write for summary of articles... “LABORA- 
TORY ACQUIRED INFECTIONS” by Dr. Kenneth Costich. 


LET US PROVE IT... Recones alata 


See for yourself how you can Professional Tape Co. Inc. 
increase speed and safety in your Box 41-A 


HOSPITAL DEPARTMENT Riverside, Illinois 


For more information, use postcard on page 119. 
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by Mary Helen Anderson 
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§ PROCEEDING UPON the premise that Central Service 
Supervisors are people, and that many people like the 
challenge of crossword puzzles, we have prepared a 
simple one for the enjoyment and amusement of the 
C.S. people who read this page each month. What we 
would like to imply is that one of the fundamental 


prerequisites for good administration in this department 
is a sense of humor and the appreciation for the lighter 
side of a situation when that can be expressed without 
hurting feelings or taking from the professional decorum 
of the department. 

The solution for the puzzle will be found on page 94. 





Horizontal 


1—The first part of one of the most important areas in 
in the hospital 

7—The last part of 1 across and the real objective of 
this department 

13—An important lady in the Old Testament 

15—A Central Service supervisor “has gotta have —. 
(See a recent article in this section) 

17—Pedal extremity of an animal 

18—Mrs. Charles Lindbergh 

20—Prefix: before 

22—An important contribution to hospital literature 

24—If things aren’t this, Central Service has increased 
duties 

26—By 

27—A means of transportation for certain members of 
the family of 28 across 

28—Number One Enemy in Central Service 

29—A suction —— is often a problem in C.S.R. 

31—It’s no good if you can’t it! 

32—A necessary ingredient in every prescription 

33—Familiar term to O.B. nurses 

34—A condition of the head when C.S. problems ac- 
cumulate 

35—Father 

37—Suffix: diminutive 

38—Mr. Lion 

40—Too many people do this too much 

42—Fish go for this 

45—Where safety should always be 

48—Important to Central Service personnel 

51—Measure of type 

53—What happens to articles in an autoclave not op- 
erated properly 

55—The author of several articles on Central Service in 
HOSPITAL MANAGEMENT 

56—An ingredient of some cleansing agents 

57—Central Service supervisors may develop these 

58—Feather scarf 

59—Also aye 

61—Booker T. Washington was an outstanding one 

63—Worth mentioning twice and reading three times 

64—Prefix of a material used to flush the drain of an 
autoclave 

66—Article 

67—Almost forgotten government agency 

69—Sometimes our chores do this to us 

l—Descriptive of an administrator if we ignore the 
budget 

13—Indispensable in Central Service 

14—The objective of most Central Service procedures 


” 
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Vertical 


2—Efficient Service ; 

3—Not provided for in most Central Service routines 

4—Essential equipment in C.S.R. 

5—....materials 

6—What the E.N.T. man hears every day 

8—What? 

9—Ribbed fabric 

10—Procedures may, principles should not 

11—Not popular among personnel 

12—Court or Connecticut 

14—An important number 

16—Often placed in chemical disinfectant 

18—Aquatic inhabitants 

19—Pertaining to birth 

21—No autoclave is worth its salt without it 

23—Oil and water usually don’t, unless detergent is 
used 

24—Catheters certainly shouldn’t 

25—A city in Europe and an adjective describing some 
C.S. departments 

26—A serpent 

28—Not a function of C.S. personnel, but often wished 
for 

30—We all have them to some degree 

36—British birds 

39—Not one iota 

41—Unfinished list 

43—Abbreviation for variant 

44Quite easily sterilized by steam under pressure 

46—May apply to both glass and rayon 

47—Principle 


48—Seacoast 


49—Never indulged in by C.S. personnel, I think 

50—We could use more of them in hospitals 

52—The first week of this will find the Tri-State Hos- 
pital Assembly Meeting in the Palmer House in Chi- 
cago. Central Service personnel will find an interest- 
ing program. 

54—Be sure you are, then go ahead 

55—The first of the Mohicans 

60—This in an autoclave needs to be kept open; other- 
wise it is best shut! 

62—To box 

65—One is occasionally found in C.S.R. 

67—Unrefined metal 

68—A commercial name for a “telltale” sterilization 
indicator 

69—What Central Service Departments used to be 
called 

70—Prince Edward 

71—An important pronoun 

72—Hebrew prefix meaning deity 


MASSA Fad WEEP AS BERD ED ABER HE ree e es esos 





Pharmacy 





Hospital Medication Injection Costs 


A preliminary study 


by James A. Hunter, M.D. and Associates 


The subject of administering drugs to 
patients via the conventional syringe method 
as opposed to the disposable unit syringe 
is still controversial in the minds of hos- 
pital administrators and hospital phar- 
macists everywhere. Despite the excellent 
papers written supporting both sides, the 
question is yet far from being settled in the 
minds of most individuals concerned. There 
are two schools of thought regarding this 
issue. On one side it can be argued that 
it is more economical to purchase, wherever 
possible, the multiple-dose vial from which 
several patients on a ward receive their 
medications. This has been an accepted 
procedure for several years and it most as- 
suredly has its virtues. On the other side 
there is the opinion that disposable syringes 
and needles are, in the long-run, actually 
more economical than multiple-dose con- 
tainers. This latter concept has been gaining 
acceptance steadily over recent months and 
it too has much in its favor. 

The following presentation reflects a 
quantitative study of the costs involved 
when medications are injected by the con- 
ventional syringe method and those costs in- 
volved when the disposable syringe method 
is used. The paper contains a wealth of in- 
formation, therefore it will be published in 
HOSPITAL MANAGEMENT in three parts 
in order to insure that nothing is omitted. 
Here is Part I; Part 11 will follow in the 
April issue and Part Ill will be published 
sometime late next fall, probably in Decem- 
ber when the remainder of the data is 
available. 

Hospital Administration and Hospital 
Pharmacy are grateful to Dr. James A. 
Hunter, Dr. George F, Archambault and 
their associates and to the United States 
Public Health Service for this contribution. 

Daniel F. Moravec 
Pharmacy Editor 


J. A. Hunter, M.D., currently Medical 
Officer in Charge, Detroit P.H.S. Hospital. 
Associates in the study — M. A. Diamond, 
M.D., Chief, Medicine and Surgery Branch, 
Division of Hospitals, P.H.S., Washington, 
D.C.; M. Larssen, Director of Nursing. Ba!- 
timore P.H.S. Hospital; E, Berdan, Chief, 
Nursing Branch, Division of Hospitals, 
P.H.S., Washington, D.C.; A. Dodds, 
Chief, Pharmaceutical Service, Baltimore 
P.H.S. Hospital; and G6. F. Archambault, 
Chief, Pharmacy Branch, Division of Hos- 
pitals, P.H.S., Washington. D.C. 

Presented December 28, 1955, Annual 
Meeting American Association for the Ad- 
vancement of Science, Atlanta. Georgia. 
Prepared under the direction of C. K. Him- 
melsbach, M.D., Chief, Division of Hos- 
pitals, P.H.S., Washington, D. C. 
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PART I 


™ HOW MUCH DOES IT cosT a hospi- 
tal to give an injection of a drug to 
a patient using the conventional 
syringe-and-needle technique? What 
cost factors should be considered, 
in addition to raw drug costs, in 
arriving at a cost per unit injec- 
tion? Are there savings to be real- 
ized by conversion to the single- 
dose disposable unit type of drug 
administration that has been devel- 
oped in recent years? If there are 
no savings, what is the cost differ- 
ential? What are the apparent ad- 
vantages of the closed-unit system 
and would conversion to this sys- 


tem in light of its apparent advan- 
tages be justified at a higher cost? 

These questions faced the Ad- 
ministrator of the U.S. Public Health 
Service Hospital, Baltimore, Mary- 
land, (a 366-bed hospital) in the 
spring of 1955. In an attempt to find 
the answers to these questions, a 
study was begun at that time, of 
which this paper is a preliminary 
report. 

During the past several years a 
number of articles have appeared 
in hospital journals, setting forth 
the advantages of various types of 


Schedule II 


Nursing Service 
Costs Per Injection 





Average time (seconds): 

Preparation of the injectable at 
the nursing station 

Injection 

Disassembling and rinsing 

Recording administration of med- 
ication in patient's chart and 
other hospital records 


Time spent by nurse going to and 
from nursing station and pa- 
tients 


Total elapsed time: 


Average rate of nurses pay per sec- 
cond 


Cost per injection 

Other nursing costs in connection 
with requisitioning and storage of 
materials 


Total nursing cost per injection: 


Number of injections observed: 


*Time shown for each operation other than “preparation of the injectable at the nurs 


Types of Medications 
Narcotics* 





Injectable 


Morphine Meperidine Antibiotics 





141.30 104.33 
31.61 31.61 
13.47 13.47 


68.74 68.74 
255.12 218.15 


46.83 
301.95 





~ 211.74 





$.000504 
152183 


$.000504 
133550 


$.000504 
ay) ( 6717 








003844 
“$.110561 


.003088 
$.155271 
20 


-003088 
$.136638 


og 








ing station" is the average time for all narcotic injections observed. 
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in biliary tract disorders 


CHOLOGRAFIN 


intravenously provides more diagnostic 
information than oral contrast media 


More consistently than oral contrast media, 
intravenous Cholografin visualizes the entire extra- 
hepatic biliary system. It does this “whether or not 
the gallbladder functions or is even present.’ 


After cholecystectomy, moderate to severe 
symptoms may persist in 10 to 25 per cent of patients 
whose gallbladders are removed because of choleli- 
thiasis, and in 50 per cent of those whose gallblad- 
ders are removed for so-called noncalculous gall- 
bladder disease.” In these patients, Cholografin may 
reveal strictures, calculi in the common or hepatic 
ducts, or cystic duct remnants. It may also reveal 
dilatation of the common duct (presumptive evi- 
dence of dyskinesia or organic obstruction). 


fa 
\ 
: 
i 
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‘ 
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ys 
’, 
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~, 
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Preoperative visualization of the gallbladder 
and extrahepatic ducts, even when the gallbladder 
is not functioning, means that Cholografin can fre- 
quently reveal radiolucent calculi in the gallbladder, 
hepatic and common ducts. It can also reveal anom- 
alies and be of diagnostic value when neoplasm is 
suspected. Biliary surgery can now be based on more 
complete diagnostic information than can be pro- 
vided by oral media. 


POsEIEA 134221 


Cholografin, Squibb iodipamide, is available as 
Cholografin Sodium, in cartons of two 20-ml. ampuls 
with two 1-ml. ampuls for sensitivity testing, and 
Cholografin Methylglucamine, in cartons containing 
one 20-ml. ampul with one 1-ml. ampul for sensi- 
tivity testing. 


SQuissB 


1. Glenn, F., Evans, J., Hill, M., and McClenahan, J.: Intravenous 
cholangiography. Ann. Surg. 140:600 (Oct.) 1954. 2. Sandweiss, D. J., and 
Fulton, H.: Intravenous cholangiography. JAMA. 159:998 (Nov. 5) 1955. 


\ 
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*CHOLOGRAFIN’® 1S A SQUIBB TRADEMARK 


For more information, use postcard on page 119. 





Schedule III ( 
Central Sterile Supply Room 
Costs Per Injection 





Types of Medications 











Narcotics 
S 5 
Basis of g ~ = = a 
Allocation a a SE : 
Units 3 Per e 2, % = t 
Handles 9 Z cw OD Injection = Ss ie < s 
Washing and assembling 

Pans 29 pans 5100 $.00066173 $3375 $.116379 18 syringes , 
per pan $.006466 $.006466 $.006466 d 
Syringes 256 syringes 5460 .00066173 3. .014089 Each 014089 .014089 0140389 I 
Needles (incl. sharp.)379 needles 12300 .00043136 i .014000 Each .014000 .014000 .014000 . 
Preparing units for e 
sterilization 5 pans 1200 .09066173 : .158800 18 syringes C 
: per pan 008822 008822 .008822 th 

Loading autoclave 81 pans 1740 .00066173 ‘ .014222 do .000790 .000790 .000790 
Unloading autoclave and H 
shelving 57 pans 2280 .00066173 : .026474 do .001471 .001471 .001471 al 


Filling floor requisitions: 
Picking items from 
shelves 126 pans 1800 .00066173 : .009452 do 000525 = =.000525 = .000525 Pi 

















Delivering to nursing te 
stations and collecting st 
returns of unsterile 

items 145 pans .00043136 3.080 .021241 .001180 .001180 .001180 Sc 

$.047343 $.047343 $.047343_ a 

Schedule IV “ 

Pharmacy Sc 

Costs Per Injection pl 

a Types of Medications ta: 

Narcotics - - 

= sy 

z » 3 | 

35.3 Basis of a -} = et 

Tome Allocation $5 ne 

Units 7 = 3 Per 5, 9 6 ne 

Handled AE H Injection Ss cc} é us 

Selecting items to be > = riv 

purchased, reviewing, cas 

recording and forward- lin 

ing to supply office 144 items 22170 $.00068195 $15.119 $.105184 Av. monthly dos. dispensed $.000451 abs 

Additional processing ust 

for narcotics 2 items 630 .00044285 279 151684 do $.000338 $.000421 ] 

Receiving, storing, and isti 

recording 51 items 4440 .00039977 1.775 .035101 do .000039 .000098 000050 hay 

Handling materials with- pos 

in the pharmacy — sav 

transfers from reserve the 

to active stock 24 items 4200 .00092309 .164016 000183 = .000455 = .00234 a 

Additional handling of Pal 

morphine 25 items 720 .00095555 027520 001376 deh 

Filling floor requisitions: I. 
Picking noncontrolled 

items and placing in , 

baskets 271 items 10800 .00069601 .027737 Av. dosage per req. 001849 
Delivery to floors by 

pharmacist helper 271 items 4200 .00039928 .006188 do 000413 3, 

Picking narcotics 32 items 1680 .00070000 .036750 do .001837 .001837 | 
Delivery to floors by 

pharmacist 17 items 1320. .00095606 .074235 do .003712  .003712 $ | 

Checking narc. forms } 

and bot. returned, etc. 21 items 1680  .00048214 : .038570 do .001929 .001929 . 3 





—_— | 
$.009414 $.008452 $.002997 ) 
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disposable injection units* over 
standard syringes still in common 
use in most hospitals. 

One of the articles challenging 
the established injection procedures 
was that by Cadmus,! which dealt 
with a presterilized wholly dispos- 
able unit depending on a charge of 
compressed gas for ejecting its con- 
tents. The savings of hospital per- 
sonnel time was emphasized. 

Another related study was that 
by Gordon et al.,? which outlined 
the advantages of gas-propelled in- 
jection units for self-administration 
and for emergency use by lay per- 
sonnel in the field during wartime. 
Cost analysis was not discussed in 
this article. 

The Manhattan Beach Public 
Health Service Hospital, in 1953, 
also investigated® a special dispos- 
able cartridge of one antibiotic — 
a streptomycin suspension and com- 
pared the cost of the cartridge sys- 
tem of medication with that of the 
standard procedure. 

Another recent article by 
Schraub! extolled the reduction of 
waste, sterilization time and break- 
age made possible by the extensive 
use of disposable cartridges made 
to fit a hinged metal syringe body. 
Schraub pointed out that the sim- 
plicity of such units facilitates the 
tasks of student nurses, but he did 
not attempt to prove that the new 
system actually saved money. 

A time and cost study by Bogash 
et al.° compares the cost of using a 
new disposable cartridge with 
needle attached against the cost of 
using standard syringes, and ar- 
rives at the conclusion that, in the 
ease of Injection Procaine Penicil- 
lin Aqueous, it cost the hospital 
about 5 cents more per injection to 
use the disposable unit. 

For several years hospital admin- 
istrators and hospital pharmacists 
have debated whether or not dis- 
posable cartridges actually effect 
savings. Some are unconvinced that 
the operating economics inherent in 


*This study was made possible through 
the courtesy of Wyeth Laboratories, Phila- 
delphia, Pennsylvania. 

1. Cadmus, R. R.: Medication cost study 
features disposable injection unit. Mod. 
Hosp. 75:68-70 (Sept.) 1950. 

. Gordon, A. S.; Meier, F.; and Star, S.: 
Evaluation of units for atropine injec- 
tion. Prepared May 1952. Unpublished. 

. US. Public Health Service Hospital, 
Manhattan Beach: Evaluation of Stera- 
ject hypodermic syringe. (April) 1953. 
Unpublished. 

. Schraub, C. F.: The case for cartridge 
therapy. Bull. Am. Soc. Hosp. Pharm. 
2:144-145 (March-April) 1955. 

- Bogash, R. C.; and Pisanelli, R.: Dis- 
posable type syringes. Hosp. Mgmt. 80: 
5:82 {(Nov.-Dec.} 1955. 
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the closed-unit system injection 
units are sufficient to offset the 
higher purchase price of these car- 
tridge-syringe assemblies. These ad- 
ministrators and pharmacists ob- 
viously are thinking in terms of 
differential between raw medication 
cost and single-dose disposable unit 
cost. However, when all cost factors 
are considered, including personnel 
time, to arrive at the actual cost of 
an injection to the hospital, this 
differential reduces considerably. It 
is our opinion that this is a more 
rational approach than considera- 
tion of the raw costs alone. 

The present study was under- 


taken to determine the actual direct 
cost to a specific hospital of a sin- 
gle dose of a drug given by the 
conventional syringe-an d-needle 
method. By means of work-flow 
charts, the activities of all person- 
nel involved in the operation from 
the preparation of the purchase 
order to the administration of the 
drug were identified and timed. 
Cost of personnel time was com- 
puted and added to the cost of the 
drug and equipment. Against this 
background, it should be possible 
to make valid comparisons for 
closed systems, and to decide 
whether their apparently higher 





DANGER AREAS DEMAND... 


AN EXTRA MARGIN OF SAFETY 


for you and your patient 


Your hands contact dangerous areas 
of infection daily. Naturally you want 
the best protection available, both for 
yourself and your patient. Exhaustive 
tests have proved BACTINE on hands acts 
as a substantial barrier to bacteria. This 
anti-bacterial action persists for several 
hours in spite of recontamination. It 
remains active in the presence of water, 
blood, saliva or other secretions. 


BACTINE also provides asepsis equiv- 


alent to that produced by a surgical 


scrub, ina minimum of time without irri- 


tating the skin... it is actually remedial 


to a number of skin irritations. Addition- 


ally, BACTINE destroys unpleasant 
odors. All we ask is that you try 
BACTINE and discover its advantages. 


Bactine 


GERMICIDE +« FUNGICIDE + DEODORIZER 


How available: Standard BACTINE .. . 1 gallon, 1 pint, 
and 6 ounce bottles. CONCENTRATED Bactine .. . pints 
only. You save money because a pint makes a gallon of 
standard BACTINE. Write DEPT. ZC for complimentary 


trial supply and literature. 


MILES LABORATORIES, INC. 
ELKHART, INDIANA 


For more informatioi, use postcard on page 119. 
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cost is justified by the advantages. 
This we plan to study at a later 
date. 


Method of Study 


Drugs representing three types 
of injectable medication were se- 
lected for the study because of the 
variation in nursing time each re- 
quired in preparation, disassem- 
bling and rinsing of syringes and 
needles, and recording. Morphine 
15 mgm was selected as a tablet 
medication that required consider- 
able nursing time in preparation. 


Meperidine hydrochloride 50 mgm/ 
ml in 30 ml vials was chosen as a 
drug in aqueous solution in a multi- 
dose container. Injectable antibiot- 
ics (streptomycin, dihydrostrepto- 
mycin and aqueous procaine peni- 
cillin G) were studied as examples 
of the viscid-type injectable medi- 
cation. 

The study took into consideration 
the time and cost of nurses and 
other hospital personnel who per- 
form functions in connection with 
the paper work or handling of the 
materials from the time requisitions 
are prepared in the various sections 


°" SATISFACTION 


that benefit you 


48ST ON LA 


ODS 
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KWIKSORT permanent and indestructible 
size markings found only on MATEX and 
MASSILLON Latex Surgeons’ Gloves iden- 
tify the gloves that give you these four 
advantages: 


1. Cut handling costs because it is so simple 
and speedy to sort and pair distinctive KWIKSORT 
marked gloves. 


2. Made from pure, virgin latex that supplies 
high tensile strength and high elasticity with 
tissue thinness. 


3. Anatomically designed to assure comfort 
during use. 


4, Resist the adverse effects of autoclaving—thus 
providing for the long life that means economy. 


Only MATEX and MASSILLON Latex 
Surgeons’ Gloves Carry the KWIKSORT 
Symbols of Satisfaction. 


For more information, use postcard on page 119. 


of the hospital until the actual in- 
jection is completed. In addition, 
there is included in this study time 
required for the recording of the 
administration of such medications 
in the hospital records and the 
cleaning and sterilizing of syringes 
and needles in preparation for fu- 
ture use. 

Comments with respect to ob- 
servations and time studies of the 
functions performed by personnel 
in the various sections of the hos- 
pital follow: 


Nursing Stations 


The same observers studied 85 
injections administered by seven- 
teen nurses at seven nursing sta- 
tions. This is approximately a 4 
percent sampling. The elapsed time 
was recorded for each of the fol- 
lowing procedures in connection 
with an injection: 

1. Preparation of the syringe and 
medication at the nursing sta- 
tion. 

. Time spent at the bedside pre- 
paring the syringe and making 
the injection. 

. Disassembling and rinsing the 
syringe and needle for return 
to the central sterile supply 
area. 

. Recording the medication giv- 
en on the patient’s chart and, 
where applicable, on the nar- 
cotic form. 

. Time spent by nurses in 
traveling to and from the nurs- 
ing station and from patient to 
patient. 

. Time spent by nurses in re- 
ceiving and storing medica- 
tions, syringes, and needles at 
the nursing station. 

It should be noted that the time 
recorded as spent by the nurse at 
the bedside of the patient included 
many intangibles; such as, tech- 
niques used to prepare the patient 
for the injection, the physical con- 
dition of the patient, the patient's 
ability to understand the nurse's 
instructions, and the like. The time 
(measured in seconds) used in 
computing the cost per injection was 
the average time of all nurses ob- 
served by types of medications 
studied. 

This is detailed in Schedule II. It 
took a nurse an average of 1413 
seconds to prepare a tablet of 
morphine for injection. An average 
of 104.33 seconds was required to 
prepare a dose of meperidine and 
49.97 seconds to prepare a dose of 
injectable antibiotic. Disassembling 
and rinsing of the syringe an 
Please turn to page 130 
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AVAILABLE NOW... from KELEKET X-RAY 


new... tho Kelobet Barues 


Improved Ceiling 
Suspensions for either 
the Hectocurie or 
Kilocurie Source Shields 
with or without 
Turntable at ceiling. 


FLOOR STAND 
MODELS 
Available in both 
Hectocurie and 
Kilocurie sizes. 


“SPHERAY” a rotation unit with 

dual Cobalt 60 source shields in. 

cluding variable source-to-tumor 
istance. 
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Hectocurie ROTARAY 


...asingle Hectocurie Shield, 
many exclusive features: 
precision treatment table, 
choice of teletherapy units, 
precision rotation, adjustable 
collimator and light beam 
localizer . . . approximately 


$25,000, installed. 


Sold, Installed and 


Keleket ote 
The Oldest Name in 
Sen 


Keleket also can quote on complete designs in all other ranges, such 
as a 30 rhm ceiling-suspended “head and neck” unit providing 10 
¢m source skin distance. (Not illustrated) 


For details, check your classified telephone directory or with 
your local Keleket man, or write today for complete information, 


KELEKET X-RAY CORPORATION 


208-3 West Fourth St., Covington, Kentucky 
Export Sales: Keleket International Corp., 660 First Ave., New York 16, N.Y, 


For more information, use postcard on page 119. 
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Streamline Outpatient Service 


by Henry Gothelf 


® RECOGNIZING THAT THE MOST im- 
portant consideration should be to 
bring the patient to the physician as 
quickly and as painlessly as possible, 
some administrative procedures and 
clerical techniques of the North End 
Clinic were reviewed. 


Mr. Gothelf is director of the outpatient 
department at Sinai Hospital in Detroit, 
Michigan. 


It is the recognized duty of ad- 
ministration to insure every possible 
comfort and to maintain the dignity 
of the individual patient. To assure 
this—good nursing, adequate cler- 
ical help, a staff for studying the 
social problems of patients and co- 
operative physicians are essential 
prerequisites; but once provided we 
must‘not stop here. 

A good admission system, ease of 
registration, a good central record 





NORTH END CLINIC 


OUT-PATIENT DEPARTMENT OF SIMA HOSPITAL 


FACE SHEET 
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COMO .ONG -mOIGETING OREC LUTION 
YO OE ENTERED BY mUReE: 
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OF PIMANCIAL STATEMENTS 
Orrect 10 the best of my knowledge ond delet ond | outhorie 
may be involved 


wee 


_ - 
AUTHORIZATION FOR MEDICAL AND OR SURGICAL TREATMENT 

| hereby outhorte the Phyuciore in charge of the core of cbove patient to odmineter omy treatment or to admwnister such onesthetics 

pertorm wach operations as may be deomed recensory or odvisable in the diagnos: ond Irectment of thi patent 








With These Forms 


system, and a follow-up system for 
supervision and control of attend- 
ance of the patient, are essential to 
create the desired atmosphere. We 
are all aware of the patient who 
came, received an examination and 
a diagnosis; but never came back. 
Why didn’t the patient return? It 
should not have been because ad- 
ministrative details and procedures 
were so cumbersome and disturbing 
that he preferred to stay at home. 


Admitting form is a three-part snapout form. It is made out in the admitting office after the admitting worker de- 
termines the patient’s eligibility. The face sheet becomes the face sheet of the patient’s chart. The financial card is 
filed alphabetically in the admitting office. The appointment card is given to the patient and is his “entree” to all 


the services of the clinic. 
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Continued from page 79 


research and study projects of na- 
tional and state organizations, pro- 
fessional groups and independent 
foundations.” This is an unwar- 
ranted assumption. Instead, what 
the commission would do would be 
to gather together, and draw con- 
clusions from, studies which have 
already been made; and lend em- 
phasis and coordination to research 
projects which are now in progress. 

4, The AHA says “the temporary 
nature of the commission vitiates 
any hope for continuity of action re- 
sulting from such a_ proposed 
study.” 

Why this contention? The com- 
mission I propose would at the end 
of two years make a report to the 
President. That report would con- 
tain recommendations as to various 
courses of action. Some of these 
recommendations might then be 
adopted by agreement among the 
hospital administration, nursing, 
and medical professions. Some of 
them might take the form of spe- 
cific legislation suggested to the 
Congress. The commission would 
form a national springboard for the 
taking of corrective and construc- 
tive action; just as the findings of 
the Hoover Commission, after that 
commission had completed its work, 
resulted in the setting up of new 
and improved procedures in many 
departments of government. 

In conclusion, I appeal directly 
to hospital administrators. Do you 
want the public and the govern- 
ment to look into your nursing 
problem and see what can be done 
to help you get the nurses you 
need? Or do you want to let this 
whole situation muddle along as it 
has in the past, until it reaches a 
crisis which is well-nigh hopeless? 

That is the question; and that is 
why I hope that you will immedi- 
ately write to your Congressmen 
and your Senators in support of my 
bill on behalf of the setting up of a 
National Commission on Nursing 
Service. in 


life Expectancy 


®" THE CHANCES oF Livinc to 100 
years of age are twice as good today 
as 50 years ago. Of almost 20,000,000 
babies born since 1950, 80,000 can 
expect to live to the century mark; 
of an equal number born in the 
early 1900’s, only about 40,000 will 
probably live that long. 

Reprinted from “Cortland Memorial 
Hospital Tales,” Cortland, N. Y. « 


MARCH, 1956 





Silent Paging 


for Hospitals ... by RADIO 


Pocket size “RADIO PAGER" is easily carried 
by doctor, nurse, and hospital administrator. 
Any individual can be instantly and privately 
paged anywhere in the hospital. Not even others 
who carry Handie-Talkie “RADIO PAGERS” 
hear the message. 














Small enough to slip in the suit or surgical coat 
pocket, clip to the belt or be carried easily in an 
instrument bag. The "RADIO PAGER" is com- 
pletely transistorized, costs only pennies per 
day to operate, is simple to use and provides 
reliable, tested and proved performance, not 
affected by X-ray and diathermy. 


Switchboard operator transmits private message 
by pushing button on selector box correspond- 
ing to "RADIO PAGER” of desired person. Buzz 
in portable Pager alerts person and voice mes- 
sage follows. The buzz and personal voice 
message are not heard by anyone else. 


With this new concept in paging 
systems, hospitals are offered the first 
personal and portable means of com- 
munication. There are no bells, lights 
or annoying Public Address calls... 
just a buzz.and a voice message, trans- 
mitted instantaneously and directly 
to the desired person, and to him only. 
Instantaneous, positive contact assured 
regardless of location—in patients’ 
rooms, maintenance areas, etc. The 
versatile ‘RADIO PAGER” does it all. 

In cases where an existing paging 
system cannot be completely re- 
placed, Motorola Radio Paging 
provides a nominal cost supplement 
for use by key roving personnel dur- 
ing the day and complete silent night 
time paging. 

Motorola provides installation and 
guaranteed maintenance by a na- 
tional service organization. 


MOTOROLA 


radio paging systems 





MOTOROLA COMMUNICATIONS & ELECTRONICS, INC. 
ee A SUBSIDIARY OF MOTOROLA, INC. 

‘4505 AUGUSTA BOULEVARD, « CHICAGO 51, ILLINOIS 
ROGERS MAJESTIC ELECTRONICS LTD., TORONTO, CANADA 


SEND 
COUPON 








TODAY... 


NAME. 





for illustrated 
folder containing 


full information on HOSPITAL 





the Motorola Radio 


Paging System and ADDRESS 





applications, 
CITY. 








For more information, use postcard on page 119. 
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What happens to a patient when 
he enters the North End Clinic seek- 
ing medical care? The patient is first 
interviewed by an admitting worker 
to determine whether he is eligible 
for care as we provide care only for 
indigent patients unable to afford 
the services of a private physician 
or dentist. This contact can be made 
over the telephone if the patient 
does not want to make a special trip 
for that purpose. 

Once the admitting worker de- 
termines eligibility, it is necessary 
to formally admit the patient to the 
clinic and open a medical record. 
For this purpose a three-part, one- 
time carbon snapout admitting form 
is prepared by an admitting clerk. 
The form consists of the following 
copies: 

1. FACE SHEET — used as the 
face sheet of the medical rec- 
ord and contains the identifi- 
cation data; previous medical 
care history; previous places of 
hospitalization, if any; author- 
ization for verification of fi- 
nancial statements made by 
patient; and authorization for 
medical and/or surgical treat- 
ment which must be signed by 
the patient before the form is 
considered complete. 

2. FINANCIAL CARD — used by 
the admitting office as an al- 
phabetical patient index file. 
In addition to providing the 
admitting office with a con- 
venient locator file, it is used to 
record the data which justifies 
the patient’s admission to the 
clinic. It has spaces for the 
inclusion of all pertinent social 
and financial data. 

3. APPOINTMENT CARD — for 
the patient to carry as long as 
he is a clinic patient. In addi- 
tion to the name, address, and 
chart number; it contains the 
date of admission to the clinic 
and other identifying data. At 
periodic intervals the patient’s 
status must be reviewed to 
redetermine eligibility for care 
at the clinic. There is room on 
each appointment card for 
eight such _reinvestigations. 
The card also contains infor- 
mation about the clinic and the 
key to the clinics and services 
offered. 

Our experience with this admitting 
form has been most favorable. Pa- 
tients are admitted quickly and the 
paperwork and filing is down to a 
minimum. The charts are assembled 
in advance and the face sheet is 
merely inserted in the folder and 
the chart is sent to the record room 
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Receipt form is a three-copy snapout form. It is prepared in the business 
office when the patient registers for a clinic. The white copy is given to the 
patient; the yellow copy is attached to the chart; the pink copy remains in 


the business office. 


(which is also the business office). 

At the business office the patient 
is then registered for an Admitting 
and Routing Clinic by means of a 
three-part snapout form which is 
distributed as follows: 

1. PATIENT’S COPY — given to 
the patient when he registers 
at the business office. The pa- 
tient presents it to the nurse 
at the clinic checked. It indi- 
cates to the nurse that the 
patient is in the correct clinic. 

2. CHART COPY — attached to 
chart and sent to proper clinic 
with the chart. After treat- 
ment, the lower portion of this 
copy is completed by the phy- 
sician. It indicates what dis- 
position is to be made of the 
patient — whether he is to be 
referred for consultation to 
another physician or trans- 
ferred for treatment to another 
clinic; whether a work-up is 
necessary and its nature; 
whether the patient should re- 
turn at all for any service or 
clinic; in short, it represents 
an adequate follow-up mech- 
anism. The patient presents 
this copy with his appointment 
card to the appointment clerk 


in the business office. 

The desired appointment is 
made, as indicated by the phy- 
sician, in an appointment reg- 
ister. The clinic number and 
date of return is written on 
the appointment card as a 
constant reminder to the pa- 
tient as to when and to where 
he should return. 

3. CASHIER’S COPY — for the 
auditor and for _ statistical 
purposes. 

With these forms we have devel- 
oped an efficient and systematic ap- 
proach for processing new patients 
at the North End Clinic. These forms 
have minimized the overall person- 
nel time devoted to clerical duties 
and as a result allow more time for 
direct contact with patients. This 
extra time can mean the dificrence 
between creating a favorable or un- 
favorable impression in the petient’s 
mind about the clinic. Good public 
relations could well be applied when 
admitting out patients. We hope, in 
some small way, we have con- 
tributed to the comfort and well 
being of our patients and have given 
them the feeling that we are direct- 
ing our efforts towards creating 4 
patient centered atmosphere. ® 
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Food and Dietetics 





Minimizing the Discomforts of 


Patient Feeding 


PART Il 


§ SHORTLY AFTER centralization, the 
volume of patient complaints re- 
garding cold food grew to an 
avalanche. Action was demanded 
by all concerned. The cold food 
problem was understandably com- 
plex. All phases of the operation 
were involved: Production and 
preparation time, tray line assembly 
time, delivery and _ distribution 
time, to say nothing of the temper- 
ature of the food itself, the elevator 
speed and availability, the physical 
and psychological condition of the 
patient, the staffing pattern of the 
nursing department (they were 
responsible for the actual delivery 
of the tray from corridor to patient) 
and their acceptance of the revised 
system, ad infinitum. 

The problem was attacked logi- 
cally. Despite urgings for immedi- 
ate action the step by step analysis 
was continued until sufficient evi- 
dence regarding changes required 
in each stage of the process was 
accumulated. It was agreed that no 
changes in equipment should be 
made until they were proven neces- 
sary and were related to an over- 
all pattern of changes that would 
produce the desired result. In short, 
present equipment was to be driven 
to its maximum capacity and then 
the decision regarding change or 
replacement would be made. 
Changes in handling, scheduling 
and staffing were made when nec- 
essary. Minor adjustments were 
made in carts, tray line movement, 
elevators and other equipment. 
Much time was also spent in dis- 
cussions with the nursing depart- 
ment regarding tray distribution 
and patient needs. 

Our tray assembly line produced 
four to five trays per minute. The 
trays were delivered in loads of 
twelve trays per cart (the open 
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rack, unheated type). This meant 
that the first tray would sit, at 
most, for three minutes before the 
cart was ready for transport to 
ward areas. After new schedules 
with the elevators had been worked 
out, a mean time for upstairs de- 
livery of less than two minutes 
meant that the first tray was not 
yet five minutes old by the time it 
arrived in the upstairs delivery 
areas. With hot plate and cover the 
food was quite hot and palatable. 
At this point the nursing staff took 
over and observation demonstrated 
that it was here that the whole 
process broke down. 


Faulty Distribution 


The nursing staff, working under 
conditions that did not lend them- 
selves to regulation, frequently took 
excessive time to distribute the 
trays. Often trays were from 
twenty-five to thirty minutes away 
from the heat when they were 
served to the patient. This meant 
that anything we did in the prepa- 
ration or first delivery stages would 
be meaningless in the final to-pa- 
tient-temperature of the food. This, 
obviously, was the area for work. 

Conferences were held with the 
medical staff urging them not to 
visit patients during tray times and 
not to do treatments when the pa- 
tient’s tray was ready. Further, pa- 
tients were often absent from their 
rooms at tray service times because 
of X-ray and laboratory tests and 
treatments. Steps were taken to 
eliminate this as much as possible. 
Meetings were held with the nurs- 
ing staff in an attempt to convince 
them of their importance in the 
“hot food service” problem. Rigid 
timetables for service were main- 
tained by the kitchen to aid the 
nurses in scheduling their activities. 


Finally, assistance in tray serving 
was provided by the dietary de- 
partment for the evening meal. 
Nursing stations, well staffed dur- 
ing lunch and dinner were often 
poorly manned during the evening 
meal. I am told that this situation is 
universal among hospitals. With this 
evening assistance (in the form of 
four dietary employees) the nursing 
staff tightened and improved dis- 
tribution procedures for the entire 
day. Manuals regarding diet order- 
ing and other information were sub- 
sequently revised. The interrela- 
tionship between the dietary and 
nursing departments now assumed 
an excellent working basis. 

The cold food problem, although 
not entirely solved because of basic 
layout difficulties, has ceased to be 
of major importance. The rule is 
warm food, often hot, and the ex- 
ception is cold food. 


Advantage of Centralization 


Even though centralization 
brought with it the creation of a 
number of additional jobs; diet 
clerks, delivery men, cafeteria man- 
ager, storeroom man, butcher, and 
others, the dietary payroll was re- 
duced about 15% because of the 
elimination of duplicated labor in 
the upstairs floor kitchen, and be- 
cause of better combination of work 
detail with individual jobs. 

At this point attention was turned 
to the quality of the food and to 
the conditions necessary to its proper 
and economical production. Menu 
structure, preparation methods, 
purchasing procedures and_ staff 
feeding requirements were among 
the first things analyzed. 

The inherited menu was based 
upon a three week cycle and in- 
cluded a number of things that were 
virtually unavailable in the market. 
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In its place a menu, planned weekly 
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was done in close coordination with 
the dietitians so that menu items 
would be suitable for adaptation to 

















special diet requirements. This was 
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largely a matter of statistical sam- 
pling. Two selections were offered 
for lunch and one for dinner. It was 





noted that the incidence of “short 











order” items increased considerably 
when the menu item was not pleas- 
ing or adequate. The extra items in 
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most frequent occurrence were 





























tenderloin steak, half chicken and 
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REAM 
CE cooks QuickLy, EASILY, 10 Times Faster— 
fg Minute Cooking Time! DIGESTS QUICKLY, EASILY. 


Gives a quick-energy lift. Easier to digest than any 
other kind of cereal! NEW—Easy-Pouring Spout! 


For more information, use postcard on page 119. 


lamb chops. Experimentally the 
menu was expanded. It provided 
four selections for lunch (previously 
two) including a large salad plate 
and a special sandwich. For dinner 
four selections were offered includ- 
ing a roast meat plus the most pop- 
ular special order items: steak, 
chicken and lamb chops. Surpris- 
ingly, it was found that with the 
increased number of selections for 
lunch, the number of special orders 
diminished in close proportion to 
the increase in the number of or- 
ders for those items during dinner, 
Costs held the same even with the 
increased selection and increased 
per-item cost. 


Satisfying The ‘‘Customers” 


Due to improved purchasing and 
preparation methods, costs per in- 
dividual item were reduced. How- 
ever, direct monetary savings were 
not realized because of the general 
up-grading of staff cafeteria menus 
and the overall quality of purchased 
items. In the .bakery, rolls were 
baked daily and substituted success- 
fully for sliced bread. Additional 
sweet doughs were offered the pa- 
tient in an attempt to lure him 
away from toast (at best, an im- 
possible item to serve). The chef, 
an employee of long standing, re- 
signed under the pressure of con- 
stant change and was successfully 
replaced. Inferior cooking and, to 
some extent, waste was eliminated 
by the substitution of so called short 
order items. Costs did not increase 
though the list of satisfied “cus- 
tomers” did. 

The new, liberal menu coupled 
with the addition of dietary teams 
to serve the evening trays seemed, 
in effect, to break the back of the 
problem. The trend has reversed 
and the good word has spread as 
rapidly as the prior criticism had 
gathered momentum. 

Meantime, job descriptions were 
written, policies and procedures 
defined and better purchasing meth- 
ods, sources and specifications were 
devised. Pervading the entire kitch- 
en was an almost overwhelming en- 
thusiasm for improving work meth- 
ods, from the simplest to the most 
complex tasks. 


Psychological Atmosphere 


It is obvious that there is a close 
comparison to be made between in- 
stitutional feeding and commercial 
food operation apart from the food 
itself. In both instances the creation 
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of a psychological atmosphere with- 
in which the patient or customer 
may more readily enjoy his food is 
a prime task. It is even more im- 
portant in hospitals than in res- 
taurants. Hospital food is often dull 
and tasteless because of diet limi- 
tations imposed by medical necessity. 
It needs the “atmosphere approach” 
that has made so many restaurants 
successful. No one enjoys hospital- 
ization. The patient is generally 
anxious to return home. He may be 
concerned and worried over his ill- 
ness, impending surgery and the 
outlook for the future. These facts, 
plus the necessity of eating alone, 
in bed and in awkward positions 
makes pleasant, gracious dining an 
impossibility. Moreover, food is an 
essential therapy in many illnesses 
and is regarded as such. Mealtime 
is then simply an occasion for more 
medication. At Mount Zion the prob- 
lem had been recognized and every 
reasonable idea was put to practice. 
For example, wine was served with 
dinner to those patients who de- 
sired it. Local California wineries 
co-operated wholeheartedly with the 
plan and provided, at minimum 
cost, the finest wines available from 
California vineyards. The patient 
now has the pleasure of selecting 
his choice from the menu listings. 
An arrangement was made with 
a local florist to provide flowers for 
the luncheon tray. In return for 
this favor a card was placed on the 
tray giving his name along with a 
verse about the flower of the day. 
A “guest chef” program was in- 
augurated where the reservoir of 
San Francisco culinary talents was 
drawn upon to provide patients and 
staff with a meal planned and ex- 
ecuted by one of San Francisco’s 
outstanding culinary experts. This 
was done every month with much 
acclaim. A local newspaper, at very 
reasonable cost, provided copies of 
their paper for distribution with 
the evening trays. A “coffee break” 
cart circulated through the hospital 
distributing coffee during the mid- 
morning and mid-afternoon periods 
to visitors and patients alike. All 
employees were schooled in the art 
of accommodation. Service, in a 
word, was made important. 
Contrary to what this report might 
indicate all is not, nor can it ever 
be, sweetness and light. Hospital 
feeding is, at best, a branch of med- 
icine and as such it is rarely pleas- 
ing to the patient. However, the 
moral obligation to minimize the 
discomfort and to hasten the healing 
of the sick provides a challenge 
largely unmet in our society. = 
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grounds of the hospital. It seemed 
important to provide such a transi- 
tion space for those patients who are 
unprepared to face the entire outside 
world. Within these fenced or walled 
spaces there are great possibilities 
for landscape and gardening. Each 
court might be treated differently, 
thus aiding the patients identity 
with his own group. It might even 
be healthy to foster pride in one’s 
own unit. 


Recreation Building 


The recreation building was con- 
ceived of as a large covered space, 
in which there would be a sense of 
release from the smaller, spaces of 
living quarters. The central gym- 
nasium is surrounded by lounges 
and game-rooms which are sepa- 
rated by free-standing partitions 
such that each activity can be en- 
joyed as part of the total act of 
recreation. This building was in- 
tentionally designed as a differ- 
ent visual and structural form in 
Please turn to page 113 
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“It happens whenever Grampaw Snazzy 


has a cup of Continental Coffee!” 


Everyone Enjoys 


Wire life fia 


In every walk of life everyone enjoys rich, full-bodied, invigorat- 
ing CONTINENTAL COFFEE. Superb blending of the world’s 
choicest coffees and precise roasting with automatic controls as- 
sure unfailing uniformity. Write today for a FREE trial package. 


Conituenild lyee 


ROYAL CORONA 


AMERICA’S LEADING COFFEE for Restaurants, Hotels and Institutions Seaftie. Washi 


CHICAGO+BROOKLYN* TOLEDO 








For more information, use postcard on page 119. 
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Trays Wear Green for 
St. Patrick’s Day 


Shamrock Salad 
PORTIONS: 50. 

. Dissolve gelatin in hot water or fruit juice. Chill. 

. Dice hard-cooked eggs. Cut celery in %4-inch pieces. 
Shred cabbage. Dice cucumbers. 

. Combine eggs and diced vegetables. Add capers, 
onion juice, seasonings, and vinegar. Marinate 25 to 
30 minutes. 

. When gelatin begins to set add vegetables and green 
coloring. Pour into shallow pans to depth of 1 inch. 

. When firm, cut out with shamrock cutter. 

. Cut head lettuce into thin slices. Place slice of lettuce 
on crisp lettuce leaf and place shamrock cutout on 
slice of lettuce. Garnish with rounded teaspoon of 
mayonnaise. 


St. Patrick’s Day Fruit Cup 
PORTIONS: 50. 
Make Lime Milk Sherbet and color delicate green. 
1. Pare and dice fresh pineapple into 44-inch cubes. 
2. Peel and section oranges. 
3. Peel and dice bananas. Clean and hull strawberries. 
4, Mix fruits together and pour fruit juice over them. 
Chill. 
5. Half-fill sherbet glasses with fruit mixture and use 
a No. 20 dipper of sherbet on top. 


Leprechaun's Delight 
PORTIONS: 48 (2 pans, cut 6x4). Size of pan: 14x9x2 
inches. 
1. Combine crumbs and melted butter; divide in half 
and press into 2 pans. 
. Chill evaporated milk until very cold. 
. Dissolve gelatin in hot water; add cold water. Chill 
until partially set. 
. Whip gelatin until fluffy; stir in sugar and fruit 
juices. 
. Whip chilled evaporated milk, fold into gelatin mix- 
ture. 
. Pour one-half of gelatin mixture into each pan over 
crumbs. Sprinkle grated chocolate over the top. Chill 
until firm. 


Recipes courtesy lowa State College Press. 


Ingredients 

Lemon-flavored 
gelatin 

Hot water or fruit 


Hard-cooked eggs ... 


Celery 
Cabbage 
Cucumbers 


Onion juice 
Salt 

Cayenne 
Vinegar 

Green coloring 
Lettuce 
Mayonnaise 


Ingredients 


Pineapple, fresh .... 


Orange sections 
Bananas 


Strawberries 
Fruit juice 
Lime sherbet 


Ingredients 
Chocolate wafer 
crumbs or choco- 


late cake crumbs .. 


Melted butter 
Evaporated milk 


Lime-fliavored 
gelatin 

Hot water 

Cold water 


Lemon juice 
Semi-sweet choco- 
late, grated 


Wt. or Amt. Measure 


3% cups 


3% at. 
1% cups 
1 qt. 

1 qt. 

2 cups 
Wy cup 
1 tsp. 

1 tbsp. 
few grains 
1 cup 
as desired 
10 heads 
2 cups 


as desired 
10 heads 


Measure 
2 pineapples 
3 cups 
(4 to 5) 
3 cups 
(4 to 5) 
2 qt. 
3 cups 
1% recipe 


Measure 


1% qt. 
1% cups 


5 cups 


2 cups 

3 cups 

2% cups 

3 cups 

34 cup 
(6 to 7) 
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IDEALS {Cetbilety 


gives you more capacity 
for selective menu service.. 


FULL SIZE MEAT PANS 


The top deck is equipped with two full 
size meat pons in addition to six deep 
wels A variety of sizes in square and 
rectongulcr insets are available. This 
flexibility of pan arrangements provides 


" TOP DECK 
NON-SAG 
CONSTRUCTION 


Ideal’s exclusive bridge type construction per- 
mits the weight of food and utensils to be carried 
through the frame to rest on the chassis The 
20-gauge stainless steel top deck cannot sag, 
and can carry considerable extra weight without 
damage. Only Ideal gives such extra strength, 
plus lifetime durability. 


DEEP WELLS 





a greater capacity for serving a number 
of meats, vegetables and other solid 
foods. 


BEVERAGE 
DISPENSING PUMP 


Hos patented sanitary no-drip 
splash-proof spout. One 
stroke of the Ideal pump 
fills a cup with milk, 
coffee, bouillon or gravy. 
Entire contents of the 
utensil are dispensed 

All parts dismantted for easy 
cleaning. At small addi- 
tional cost. 


WARMING DRAWERS THE IDEAL 
Warmi w i MENU-MASTER 
INDOOR AND OUTDOOR MODELS qh meet sor ode ee Medel 1088 
IDEAL'S Menu-M i ; : . 
enu-Master is available in both indoor tional pan capacity when desired. 


and outdoor models. Outd: i 
5 heer long utdoor truck assembly is 


The trend toward special diets in today’s modern 


hospital demands greater flexibility in the top deck 
arrangement of your food conveyor. IDEAL’S 
Menu-Master, Model 1062, has it! 


IDEAL’S Menu-Master, made of gleaming stainless steel 

throughout, provides plenty of room for combinations 

of square and rectangular pans — without sacrificing 
valuable beverage capacity. 


Six deep wells provide ample 
capacity for soups, beverages 
and other liquids Two of 
the wells can be used either 
hot or cold with an exclusive 
Ideal toggle switch arrange- 
ment, at slight additional 
cost Full packed glass fiber 
insulation keeps foods hot 
longer, insures food service 
at oven-hot temperatures. 


DUAL DUTY 
COVERS 


Opened horizontally 
these seamless, stainless 
steel meat pon covers 
also provide extra serv- 
ing space. 


THERMOSTATIC 
CONTROL 


Robertshaw Automatte 
Thermostat assures foods 
at original hot serving 
temperatures. 


IDEAL Menu-Masters see daily use in the 
selective menu system at Cook County Hos- 
pital, Chicago, Iilinois. The Menu-Master in- 
sures oven-fresh, appetizing food serving. 


Made only by the 


® Write for free catalog om S WA RT Z BA U G H 


which includes a use 
7) chart and instructions 


for the various pan HOSPITAL EQUIPMENT 


MANUFACTURING 
COMPANY 











combinations. 
Found im i I Ad frill 
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Monthly Menus 


Thursday 


Friday 


Saturday 








Breakfast 


Lunch 


Dinner 


i 
e. 
z 


Frozen strawberries 
Hot or ready to eat cereal 


‘LBacon curls 


Pineapple coffee cake 


€ 
Broiled lamb chop 
Mashed potatoes 
Dutch spinach 
Tomato aspic 
Plum and pear compote 
* 
Vegetable soup 
Hamburg pattie 
Escalloped potatoes 
Fresh fruit salad 
Apricot whip—custard sauce 


Fruit nectar 
Hot or ready to eat cereal 
Shirred egg 
Toast 
e 
Poached halibut—pea sauce 
Buttered crumb potatoes 
Diced beets 
Peach escarole salad 
Old fashioned rice pudding 
e 
Cream of potato soup 
Kippered salmon egg salad 
Escalloped vegetables 
Cornbread sticks 
Fresh apple 





Sliced oranges 
Hot or ready to eat cereal! 
Omelet 


Toast 


e 

Stuffed flank steak 

Parsley potatoes 

Escalloped tomatoes 

Cole slaw 

Pineapple-cherry upside down cake 
e 


Bouillon 

Chicken a la king on toast 
Julienne green, beans 
Cranberry orange relish 
Ice cream 





Breakfast 


Dinner 


Baked rhubarb 
Hot or ready to eat cereal 
Poached egg 
English muffin 
e 


Roast Veal 
Whipped potatoes 
Escalloped eggplant 
Peach bon bon salad 
Spice cup cake 

© 


Noodle soup 

Creamed dried beef on biscuit 
Tiny whole carrots 

Lime crisp salad 

Bartlett pear 


Pink grapefruit half 


Kadota figs 
Hot or ready to eat cereal Hot or ready to eat cereal 
Canadian bacon Scrambled egg 


Raisin toast 

® 
Tenderloin of trout 
Creamed diced potatoes 
Swiss chard 
Pineapple ring salad 
Orange sponge 

® 


Oyster stow 

Poanut butter sandwich 
O'Brien potatoes 
lomato endive salad 
Raspberry cobbler 


Toast 
€ 

Swedish meat balls 

| Mashed potatoes 

Baby green limas 

Carrot raisin salad 

Apple Betty—foamy sauce 
e 


Vegetable beef soup 
Macaroni cheese casserole 
Broccoli 

Tossed fruit salad 

Chocolate cake—fudge frosting 








Breakfast 


Nectarines 
Hot or ready to eat cereal 
Bacon curls 
Blueberry muffins 

© 
Roast beef 
Lyonnaise potatoes 
Parsley carrots 
Pineapple spear salad 
Raspberry sherbet 

e 
Minestrone 
Assorted cheese plate 
Esc. pot.—Brussels sprouts 
Cinnamon pear salad 
Raised doughnut 


Purple plums 


Apricot nectar 
Hot or ready to eat cereal Hot or ready to eat cereal 
Poached egg on toast Omelet—Toast 
e 


Baked flounder 
Parsley buttered potatoes 
Stewed tomatoes 
Grapefruit apple pinwheel 
salad 
Banana custard 
e 
Potato chowder 
Shrimp curry 
Fuffy rice 
Tossed garden salad 
Fruit cocktail 


g 
Broiled lamb chop 
Au gratin potatoes 
Diced beets 
Emerald Isle salad 
Pistachio-4ée. cream 
Shamrock cookies 

we 


Cream of pea soup 
Shepherds pie_ 

Swiss chard—bécon dressing 
Cranberry ring salad 





Cake top orange puddin 





Breakfast 


PC a 
Lunch 


Dinner 


Pineapple tidbits 
Hot or ready to eat cereal 
Crisp bacon 
Black walnut coffee cake 
€ 


Country style round steak 
Roast potato balls 
Whipped squash 
Chinese cabbage—Fr. dressing 
Neopolitan ice cream 

6 
French onion soup 
Luncheon meats 
New peas in cream 
Porcupine salad 
Washington pie 


Tangerine juice 
Hot or ready to eat cerea! 
Omelet 
Toast 
« 
Spanish mackerel 
Buttered cubed potatoes 
Green beans Julienne 
Molded bing cherry salad 
Candied mint. grapefruit half. 
& 


Scotch broth 
Toasted cheese rolls 
Hot pickled beets 
Waldorf salad 





Rhubarb cream tart 





Stewed apricots 
Hot or ready to eat cereal 
Crisp bacon—Cin. roll 
oe 
Paprika chicken 
Fluffy rice 
Brussels sprouts—mock 
hollandaise sauce 
Cranberry relish 
Date custard 
* 
Cream of tomato soup 
Ham timbales 
Chantilly potatoes 
Perfection salad 
Purple plums 





Breakfast 


Dinner 


Pineapple tidbits 

Hot or ready to eat cereal 

Oven French toast—syrup 
& 

Boiled beef 

Steamed potatoes 

7 minute cabbage 

Tomato salad 

Apple pan dowdy 
& 


Alphabet soup 
Stuffed devilled eggs 
Kidney bean salad 
Bran muffins 

Green gage plums 








Blended juice 
Hot or ready to eat cereal 
Hot cross buns 

« 
Baby white fish 
Creamed diced potafoes 
Fresh peas 
Carrot curls—olives 
Jelly roll 

a 
Tomato rice soup 
Escalloped oysters 
Broccoli 
Golden glow salad 
Raspberry sponge 


Purple plums 
Hot or ready to eat cereal 


Canadian bacon 
Toast 


e 
Lamb stew—vegetables 
Baking powder biscuits 
Lettuce-chutney dressing 
Broiled grapefruit 

e 


Cream of corn soup 
Escalloped potatoes—ham 
Brussels sprouts 

Pickled beet-egg salad. 
Angelfood-strawberry sauce 
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Tan 
Hot 
Scra 
Toas 


Chic 
Butt 
Aspi 
Cris 
App 


Beef 
Harr 
Succ 
Stuff 
Fo 
Mint 
Hot 
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City 
Ove 
Cree 
Spic 
Vani 


Mull 
Can 
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Butte 
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Hot 
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Toas 
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Radi 
Cho 
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Fres| 
Mac 
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Frovt 
Hot 
Scra 
Toas 


Roas 
Mas! 
Quai 
Spic 
Lem 
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Hot 
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Cit 


Cho. 
Sere 
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Tuesday 


Wednesday 





Bananas in cream 


Hot or ready to eat cereal 
Scrambled egg 
Toast 


Chicken fricassee 

Buttered noodles 

Asparagus spears 

Crisp relishes 

Appleseuce cake 
* 


Beef rice soup 

Ham sandwich 
Succotash 

Stuffed prune salad 
Peppermint tapioca 


Blended juice 
Hot or ready to eat cereal 
3 minute egg 
Toast croutons 
® 


Yankee pot roast 

Watercress potatoes 

Diced carrots 

Spring salad 

Chocolate chip bread pudding 
® 


Cream of celery soup 
Corned beef hash 
Poppyseed twists 
Grapefruit avacado salad 
Blueberry tart 


Pineappie wedges 
Hot or ready to eat cereal 
Crisp bacon 
Danish twist 
® 


Braised short ribs of beef 
Riced potatoes 
Broccoli 
Fruit gelatine salad 
Graham cracker roll 
* 
Pepper pot soup 
Veal and ham creole 
Baked sweet potato 
Leafy lettuce salad 
Purple plums 


Stewed dried fruit 
Hot or ready to eat cereal Mit 
3 minute egg 

Toast 


2 
Cubed steak 
Paprika browned potato 
Buttered cauliflower 
Waldorf salad 
Cherry rollup with cherry sauce 
8 


Julienne soup 
\Cold sliced chicken 
‘Pittsburgh potatoes 
Wax beans 
Ambrosia 





Minted orange tidbits 
Hot or ready to eat cereal 
Date muffins 

* 


City chicken 
Oven browned potatoes 
Creamed mixed vegetables 
Spiced watermelon cubes 
Vanilla ice cream 

@ 


Mulligatawny soup 
Canadian bacon 

New potatoes and peas 
Pickled beet salad 
Butterscotch float 


Stewed prunes 
Hot or ready to eat cereal 
Scrambled egg—Toast 
e 
Baked Virginia ham 
Mashed potatoes 
Glazed hubbard squash 


Frozen fruit salad 
Raisin puff—nutmeg sauce 
@ 


Mock bisque 

Spaghetti Italienne—tiny 
meat balls 

French bread 

Tossed salad greens 

Apricot halves 





Tomato juice 
Hot or ready to eat cereal 
Shirred egg 
Toast 

® 
Liver and bacon 
Hash browned potatoes 
Savory wax beans 
Red cabbage slaw 
Apple crisp 

s 


Asparagus pimiento soup 
Minute steak sandwich 
Mexican corn 

Fruit gelatine salad 
Pompadour pudding 





Cinnamon applesauce 
Hot or ready to eat cereal 
Coddled egg 


Toast 

8 
Hearty beef stew—vegetables 
Wilted endive 
Cloverleaf rolls 
Tapioca—fruit garnish 

3 


Clear tomato soup 
Cold sliced ham 
Frozen peas 
Potato salad 
Hawaiian shortcake 





Kadota figs - 
Hot or ready to eat cereal 
Canadian bacon 
Toast 

ry 
Turkey—savory stuffing 
Mashed potatoes 
Carrots and mushrooms 
Radish roses—olives 
Chocolate mousse 

e 


Tomato bouillon 
Hamburg—bun 


Hot or ready to eat cereal 


Scrambled egg—ham 
Toast 


e 
Roast veal 
Mashed potatoes 
Quartered carrots 
Spiced crab-apples 
Lemon sherbet 

© 
Consomme 
Hot chicken sandwich 
Potato chips 
Citrus pinwheel salad 
Chocolate pudding 





range slices 
Hot or ready to eat cereal 
Scrambled egg 
Toast 


8 

Grilled ham steek 

Sweet potato surprise 

Braised celery 

Stuffed date salad 

Pinapple cream—crunch topping 
8 


Oxtail soup 
Spanish rice in green peppers 
Diced carrots 
Shredded lettuce—T.I.D. 
Cherry pie 
Sliced banana 
Hot or ready to eat cereal 
Shirred egg 
Toast sticks 
8 
Liver bernaise 
Baked potato 
Mixed fresh vegetables 
Fruit layer salad 
Marmalade Bavarian 

e 





Cream of celery ‘soup 
Frizzled beef—mush. casserole 
Wax beans 

Asparagus bundle salad 

Cup cake 





Rhubarb sauce 


Breakfast cocktail 
Hot or ready to eat cereal Hot or ready to eat cereal 2) 
3 minute egg Baked egg 


Toast croutons 
° 
Veal birds 
Corn pudding 
Baby green limas 
Escarole salad 
Marshmallow prune: whip 
e 


Beef rice soup 
Iciub sandwich 
Asparagus in milk 
Banana nut salad 
Ginger cookies 
Tomato juice 


Hot or ready to eat cereal 


Mock drumsticks 
Potatoes au gratin 
Swiss chard 
Stuffed celery salad 
Peach cobbler 

e 





Bouillon 

Beef pot pie 

Peas delicious 
itrus fruit salad 

Pineapple ice 


Toast 

a 
Meat loaf 
Stuffed baked potato 
Spinach mound 
Peach coconut. salad 
Angelfood cake 

Py 


Vegetable soup 

Braised lamb cubes—noodles 
Cauliflower 

Tomato egg salad 


-orange sauce 
Hot or ready to eat cereal 





2 
Stuffed shoulder of lamb 
Parsley potatoes 
Cream style corn 
Lime aspic—bananas 
Strawberry short cake 
e 


Vegetable chowder 
Canadian bacon 

Hominy cakes 

Apricot cream cheese salad 





Baked honey custard 





Recipe of the Month 


Applesauce Cake 
PORTIONS: 48 (2 pans, cut 6 x 4). Size of pan: 14x 9 x 2 inches. 


Mixer Method: 


!. Blend dry ingredients with flat beater at low speed | minute. 

2, Beat eggs, Combine beaten eggs, raisins, and applesauce, 

3. Add egg mixture to dry ingredients; mix | minute. Scrape down 
sides of bowl and mix | minute. 

4. Pour batter into 2 greased pans. 

5. Bake in moderate oven (350°) for 30 to 35 minutes. 


Ingredients | 
All-purpose mix (Card No. 1) 
Brown sugar 


Raisins 


Measure 


Fn = Ret ae ese Rect BEA. 


Recipe reprinted from “Quantity Recipe File," by Lenore M. Sullivan, lowa State College Press 


MARCH, 1956 














Building Service 





Emergency Power for Hospitals 


The sources must be dependable and adequate 


™ THE CONCEPT OF EMERGENCY serv- 
ice for hospitals has changed con- 
siderably during the past few years 
and has progressed along with work- 
ing living habits to which people 
become accustomed. Various ideas 
on the extent and method of apply- 
ing emergency power have been in- 
corporated into hospital designs. A 
code or standard for hospital emer- 
gency power, carefully worked out 
to include the essential qualifica- 
tions but allowing a sufficient range 
to meet local conditions is desirable. 

During the past few years the 
functions of the various depart- 
ments of the hospital have been 
studied to determine where emer- 
gency service is most needed and 
where it may be omitted without 
serious effect. Guide material is 
available through the U.S. Public 
Health Service and the American 
Hospital Association, which deals 
with the planning of emergency 
service so that an orderly, econom- 
ical and satisfactory system may be 
provided..2 

A few years ago it was common 
practice to provide only a small 
amount of emergency lighting for 
use during expected minor inter- 
ruptions of the normal utility serv- 
ice. Today’s planning usually pro- 
vides for more extensive emergency 
lighting and also for operation of 
certain equipment. In addition to a 
minimum of emergency lighting and 
an increasing use of electrically op- 
erated devices in the treatment of 
patients, there are other outstand- 
ing reasons for favorably consider- 
ing a more generous amount of 
power. The possibility of major dis- 
asters such as the Texas City ex- 
plosion and fire, the more recent 


Mr. Griffin is Electrical Engineer, U.S. 
Public Health Service, Division of Hospital 
and Medical Facilities, Architectural and 
Engineering Branch. 
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by N. L. Griffin, Member AIEE 


Whiting, Indiana refinery explosion 
and fire, the recent floods in New 
England, and awareness of the need 
for civil defense are powerful argu- 
ments for such extension. It is con- 
ceivable that enemy action could 


seriously interrupt utility service so 
that hospitals in the area might be 
without normal electrical service 
for several days. Any such act of 
violence or major disaster is ex- 
pected to be followed by many 


Roy Hudenburg Appointed Consulting Editor 








HOSPITAL MANAGEMENT is proud 
to announce the appointment of Roy 
Hudenburg as its building and main- 
tenance editor. 


Mr. Hudenburg is Associate Ad- 
ministrator responsible for Property 
Services of the Miners Memorial 
Hospital Association. This organiza- 
tion, sponsored by the Welfare and 
Retirement Fund of the United Mine 
Workers of America, is completing 
construction and has started oper- 
ation of ten hospitals serving the 
bituminous mining communities of 
Southeastern Kentucky and adjacent 
areas in West Virginia and Virginia. 





During the past three years with that 
organization, Mr. Hudenburg has 
participated in the design of the 
hospitals, worked with its architects 
and contractors in the field supervi- 
sion of construction, and has organ- 
ized the Property Services operations 
of the hospitals—responsible for 
plant operation, maintenance, house- 
keeping and safety. He is attached 
to the Williamson, West Virginia, 
staff offices of the organization. 


Prior to joining the Miners Me- 
morial Hospital Association, Mr. 
Hudenburg was a member of the 
staff of the American Hospital Asso- 
ciation for nine years and served as 
Secretary of its Council on Planning 
and Plant Operation. During this 
time, he was technical adviser to 
the association journal "Hospitals" 
and contributed many articles deal- 
ing with problems of hospital plan- 
ning and maintenance. 


It was during Mr. Hudenburg's ten- 
ure of office with the American 
Hospital Association that the well 
known Hospital Safety Services pro- 
gram of the association was first de- 
veloped, In connection with these 
activities, he worked closely with 
the National Fire Protection Associa- 
tion and served for a time as the 
secretary of its Committee on Hos- 
pital Operating Rooms. Within the 
past year he was appointed chair- 
man of this committee. 


He was instrumental in securing the 
modernization of the hospital sec- 
tion of the National Fire Protection 
Association Building Exits Code, and 
is a member of the Safety to Life 
Committee of the NFPA which has 
the responsibility of maintaining the 
Building Exits Code. 


In addition to the above, Mr. 
Hudenburg had extensive experience 
in architectural offices and in build- 
ing and maintenance work, including 
hotel management, building man- 
agement and writing on real estate 
matters for a Chicago newspaper. 


In keeping with our policy of bring- 
ing to our readers nothing but the 
best, we urge our subscribers to re- 
fer building, maintenance and safe- 
ty problems to Mr. Hudenburg in 
care of HOSPITAL MANAGEMENT. 


Paul E. Clissold, Publisher 


———————— 
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Keep your 
floor-maintenance 
men happy... 


vith Job -Fatted equipment / 





However much a maintenance man may want to 
do a good job, and at the same time show savings 
in labor costs, he’s stymied if the machine is too 
small, or too large, or is otherwise unsuited to 
the job. Different floors and areas call for dif- 
ferent care and equipment. That’s why Finnell 
makes more than a score of floor-maintenance 
machines. From this complete line, it is possible 
to choose equipment that is correct in size as 
well as i ... that provides the maximum 
brush coverage consistent with the area and ar- 
rangement pe geen floors. 


Finnell makes Conventional Polishing-Scrubbing Ma- 
chines in both concentrated and divided-weight types, 
each in a full range of sizes... a Dry-Scrubber, with self- 
sharpening brushes, for cleaning grease-caked floors... 
Combination Scrubber-Vac Machines for small, vast, and 
intermediate operations, including gasoline as well as elec- 
tric models ... Mop Trucks ... Vacuum Cleaners for wet 
and dry pick-up, including a model with By-Pass Motor. 
In addition, Finnell makes a full line of fast-acting Cleans- 
ers for machine-scrubbing ... Sealers and Waxes of every 
requisite type ... Steel- Wool Pads, and other accessories 
— everything for floor care! 








In keeping with the Finnell policy of rendering an indi- 
vidualized service, Finnell maintains a nation-wide staff 
of floor specialists and engineers. There’s a Finnell man 
near you to help solve your particular floor-maintenance 
problems... to train your operators in the proper use of 
Finnell Job-Fitted Equipment and Supplies . . . and to 
make periodic check-ups. For consultation, demonstra- 
tion, or literature, phone or write nearest Finnell Branch 
or Finnell System, Inc., 2703 East St., Elkhart, Ind. 
Branch Offices in all principal cities of the United States 
and Canada. 








¢ BRANCHES 
FINNELL SYSTEM, INC. | IN ALL 


PRINCIPAL 
Onigivators of Power Scrubbing and Polishing Machines CITIES 


MARC , " 
H, 1956 For more information, use postcard on page 119. 





casualties and may result in the 
need for all available hospital fa- 
cilities. 

In regard to the adequacy of an 
emergency power system two ex- 
tremes must be considered. For 
hospitals located in a mild climate 
far from industrial centers and 
otherwise protected so that only the 
usual run of power outages of short 
duration are expected, the mini- 
mum amount of emergency power 
for specific lighting only might be 
considered adequate. On the other 
hand, if the hospital were located 
in or serving a heavily industrialized 
area and also within or serving a 
target area, the maximum amount 
of emergency power might be de- 
sirable. The maximum amount of 
emergency power would be that suf- 
ficient for functioning of all facili- 
ties of the hospital. Except for stra- 
tegic military hospitals, justification 
for maximum’ emergency power 
would be extremely rare. The cost 
involved in providing emergency 


power facilities is an important con- 
sideration. 


Evolution of Emergency Power 


For a long time dry cell battery 
flash lights and surgeons head lights 
constituted the only emergency 
power in hospitals. Of course, these 
do not constitute a power system as 
envisioned here. Then it became 
common practice to provide a bat- 
tery operated self-contained port- 
able lighting unit for each surgery. 
The base of this unit housed a liquid 
type storage battery and a trickle 
charger. Normally, these lighting 
units were kept in the operating 
room, and when not in use were 
plugged in to a regular convenience 
outlet for trickle charging. They 
were bulky, interfered with floor 
cleaning and were an explosion haz- 
ard in the presence of combustible 
anesthetic agents. They do not meet 
safe practice recommendations of 
the National Fire Protection Asso- 


ciation and are generally not accept- 
able.’ 

The next step in providing emer- 
gency lighting was the installation 
of a central storage battery and 
battery charging equipment so wired 
as to provide an emergency lighting 
system whereby several lights were 
fed from one battery. This started 
as the outgrowth of the battery 
trickle charger light just described. 
For the first installations of these 
central battery systems, a low volt- 
age battery of about 24 volts to- 
gether with a battery charger was 
stationed outside of, or remote from, 
the operating room and wired to 
special outlets in one or more rooms, 
By location this removed the ex- 
plosion hazard created by the charg- 
er relay in the presence of combus- 
tible anesthetics and in that respect 
these units were acceptable. In most 
instances these units were purchased 
and installed after the hospital was 
in use. This usually resulted in ex- 
posed surface wiring or expensive 
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EMERGENCY POWER 
FOR SURGICAL SUITES 
NORMAL SERVICE, AC 

EMERGENCY SERVICE DC 


NOTES | PANEL £1 SHOULD BE CONNECTED TO 
RECEPTACLES AND EQUIPMENT IN OPERATING 
DELIVERY AND ANESTHESIA STORAGE ROOMS. 
2 PANEL E2 SHOULD BE CONNECTED TO 
LIGHTING IN OPERATING AND DELIVERY ROOMS 
3 LIGHTING OF ANESTHESIA STORAGE ROOM MAY 
BE CONNECTED TO EITMER E! OR E2 
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NORMAL SERVICE 


EMERGENCY POWER 
FOR SURGICAL SUITES 
MORMAL SERVICE AC 

EMERGENCY SERVICE AC 


BOTH LIGHTING AND RECEPTACLES 
MAY BE FED FROM PANEL E 


GROUND DETECTOR —_,. 


LIGHT-DUTY BATTERY WILL TAKE OVER THE 
EMERGENCY LIGHTING UNTIL THE GENERATOR 
HAS BEEN BROUGHT UP TO ITS RATED VOLTAGE 
PANEL E! SHOULD BE CONNECTED TO RE- 
CEPTACLES AND EQUIPMENT IN OPERATING. 
DELIVERY AND ANESTHESIA STORAGE ROOMS 
PANEL E2 SHOULD BE CONNECTED TO 
LIGHTING IN OPERATING AND DELIVERY ROOMS 
LIGHTING OF ANESTHESIA STORAGE ROOM 
MAY BE CONNECTED TO EITHER E1 OR E2 
PREFERABLY E2 
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Here’s why the incomparable SPEAKMAN COMMANDER 
0 Hi-Seat Valve has made the COMMANDER Line of shower 
to and plumbing fixture fittings the finest in the world for 
IS. hospital use. Pay close attention to Speakman’s engineer- 
- ing skill in the use of durable, non-corrosive Monel at 
the exact points where internal wear is greatest. 


ad * 


SPEAKMAN Commander Built-In Bed 
Pan Washer with Back Syphon Pre- 
venter. Hi-Seat valves with Monel 
renewable seats, Monel swivel discs, 
encased washers and Monel washer 
screws. Rubber Hose, fabric rein- 
forced, saves hot water because of 
special spray head and self-closing 

0 valve. Perfect for forced pressure 

DN rinsing especially where matter sticks 
to wall of utensil: Note Commander 
hot and cold control valves below 
handles . . . another Speakman fea- 
ture to regulate water usage and cut 
costs. Model S-7340. 


let's take a lookata 3s 


| PERFECT OPERATION 


2 


* 
Monel Swivel Dise —Speakman 
1 swivel construction decreases 
the wear on washer and valve 
seat to a minimum .. . the instant the 
washer seats, it stops rotating. Washer 
and seat life are more than doubled. 
*Iidentified by the Grooved Line. 


9 Monel Washer-Retaining Screw— 
Any plumbing contractor will 
tell you of the trouble and in- 
convenience caused by the corrosion 
of ordinary washer retaining screws 
which break off at the time of re- 
washering. The COMMANDER Monel 
Screw never corrodes—may be re- 
moved easily—no need for costly, 
time-consuming labor. 


Monel Renewable Valve Seat— 

3 Note design which raises valve 

seat to give unrestricted water- 

way and provides full water supply 

when valve is open. The valve seat, 

one of the most vulnerable wearing 

parts, is machined of heavy, durable, 

non-corrosive Monel for all Com- 
MANDER Valves. 


Internal engineering features like 
these plus Speakman’s matchless 
manufacturing skill assure you of 
shower and plumbing fixture fit- 
tings that can take a beating for 
many, many years. Matter of fact, 
no complete SPEAKMAN Com- 
MANDER Shower or Plumbing Fix- 
ture Fitting has ever been replaced 
because it wore out. That fact 
alone insures freedom from mainte- 
nance when you equip with the 
SPEAKMAN COMMANDER Line of 
Shower and Plumbing Fixture Fit- 
tings. 


For additional information on Hospital Installations 


, write to us for our new General Catalog S-11. 


SPEAKMAN 


SHOWERS—PLUMBING FIXTURE FITTINGS—FLUSH VALVES 
SPEAKMAN COMPANY, WILMINGTON 99, DELAWARE 


NT MARCH, 1956 


For more information, use postcard on page 119. 











and objectionable cutting and patch- 
ing for concealing the wiring. 

The development of the low vol- 
tage battery unit just described 
soon led to the line matching, 110 
to 120 volt, central battery system. 
These batteries require more space 
than the low voltage batteries pre- 
viously described and are usually 
provided for in the original design 
of the building. The line matching 
voltage permitted manual or auto- 
matic interswitching with selected 
lighting circuits of the normal power 
and lighting system. It also permit- 
ted the use of the same wiring and 
the same fixtures for both normal 
and emergency power, when ener- 
gized through an interlocked trans- 
fer switch. These battery systems 
are still in use in many of our mod- 
ern hospitals. However, the trend 
now is to make storage batteries 
supplemental to a generator for an 
integrated emergency system. 


Sources of Emergency Power 


The three sources of power con- 
sidered as acceptable for hospital 
emergency systems are storage bat- 
teries, generators, and a _ second 
utility line. 

Where only one source of emer- 
gency power is to be provided, gen- 
erators are preferable to storage 
batteries because of the capacity 
limitation of a storage battery and 
the need for operation of A.C. mo- 
torized equipment for which the 
batteries are not directly suitable. 

In many cases a second utility 
line leading to the hospital over a 
route remote from the first line 
and energized from a separate gen- 
erating plant is acceptable as an 
emergency source of power. These 
lines may be interconnected if pro- 
tected against a local disturbance 
so that a failure on one line will 
not cause a failure on the other 
line. 


For dependable service, storage 
batteries as well as generator prime 
movers must be regularly serviced 
and adequately maintained. Even 
with maintenance as good as may be 
expected in the average hospital, 
there is a possibility that an internal 
combustion engine may fail to start 
automatically. While service from 
two utility lines is generally more 
dependable than the automatic 
starting of a generator, there is the 
possibility of disasters or storms 
great enough to cause an extended 
interruption of service from both 
utility lines. Automatic generating 
units will usually start and reach 
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full voltage within 8 or 10 seconds. 
A generator unit which has failed 
to start automatically can usually 
be started manually within a rea- 
sonably short time. 

In view of possible disasters and 
particularly civil defense, it appears 
that at least one source of emergency 
power on the hospital site should 
be considered a “must” even though 
two utility lines are provided. 


Facilities To Be Served 


It is not practicable to set rigid 
rules and regulations on the extent 
to which emergency service should 
be used because of various local 
conditions. Lighting should be pro- 
vided in certain areas for treatment 
purposes and in other areas for 
evacuation of the building. In ad- 
dition to lighting, certain equipment 
should be connected to the emer- 
gency system. Publications of the 
Public Health Service, the American 
Hospital Association, and the Na- 
tional Fire Protection Association, 
contain specific recommendations on 
emergency lighting in hospitals.*.5.2.° 

It is generally agreed that the 
minimum emergency lighting ac- 
ceptable for hospital functions and 
for fire safety is as follows: The 
table lights in operating and delivery 
rooms, exits and exit direction signs 
and passageways leading thereto, 
corridors in patient areas, stairways, 
pediatric nurseries and nurseries for 
newborn and premature babies, re- 
covery rooms, the telephone switch- 
board, and enough lighting in the 
boiler room to permit safe opera- 
tion. 

The equipment which should be 
connected to the emergency serv- 
ice is not so well defined. It may 
vary considerably because of climate 
and the type of treatment facilities 
provided by a particular hospital. 
The minimum equipment which 
should be connected in any hospital, 
where such equipment is provided 
is the following: 

The nurses’ call system, fire alarm 
system, iron lung or 6 artificial 
breathing apparatus, and refrigera- 
tors for preservation of certain med- 
ical supplies such as blood, bone 
and biologicals. 

The following additional equip- 
ment should be considered for con- 
nection to the emergency service if 
capacity is available and the equip- 
ment is normally used: Food re- 
frigerators, and where forced ven- 
tilation and humidification is pro- 
vided for operating and delivery 
rooms, the fan motors and the tem- 
perature-humidity control system 


should be connected. The connection 
of motors and equipment necessary 
for operation of the heating plant 
is desirable particularly in cold 
climates. Convenience outlets in op- 
erating rooms may be needed for use 
of such equipment as surgical ma- 
chines, bone saws, cautery or port- 
able surgical lights. Generally, the 
lack of elevator service can be toler- 
ated. However, elevator service is 
highly desirable in emergencies, and 
in some cases it may be almost a 
necessity. Consideration should be 
given to a switching arrangement 
for the elevators so that in the event 
an elevator is stranded between 
floors because of power failure, the 
emergency service could be utilized 
to bring such elevators to a landing, 
or to operate one or more elevators, 
Where it is planned to operate ele- 
vators on the emergency service, 
other than the short time required 
to reach the nearest landing, a serv- 
ice separate from that for lighting 
should be provided because of the 
severe voltage variation caused by 
starting and stopping the elevator 
motors. 


Emergency Power Systems 


Service 

One or more sources of electricity, 
other than that of the normal serv- 
ice, are required for hospitals. With 
only one supply line, a connection 
on the supply side of the main serv- 
ice disconnect switch, for use as a 
source of emergency power for cer- 
tain equipment, as permitted by the 
National Electrical Code, is not con- 
sidered a_ satisfactory source of 
emergency power for hospitals be- 
cause of the possibility of interrup- 
tion of service ahead of the emer- 
gency connection.’ As_ previously 
mentioned, storage batteries, gener- 
ators, and a second utility service, 
are sources of emergency power 
presently in common. use. 

Most any of the liquid type stor- 
age batteries are acceptable as a 
source of emergency power, except 
automobile type batteries and lead 
batteries other than the sealed glass 
jar type. Stationary batteries of more 
than 16 volts require ventilation 
and other installation details as rec- 
ommended by the National Elec- 
trical Code. Small 6-volt, battery- 
charger, self-contained automatic 
lighting units with one or two small 
flood or spot lights, suitable for wall 
or surface mounting, are useful and 
economical for lighting remote lo- 
cations difficult or expensive t0 
reach with the regular emergency 
system. Most units of this type are 
Please turn to page 131 
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@ When you figure the cost of clean, sanitary 
washrooms, it’s work time that costs much more 
than materials. And that’s where J. I. Holcomb 
comes in... with ways to do the job faster, easier, 
better. 

One of those ways is with ZEN, J. I. Holcomb’s 
new triple-action vitreous cleaner. Pleasantly 
scented, it cleans, sanitizes and deodorizes in one 
operation—in far less time than you can imagine. 
Removes toughest stains from toilets and urinals 
practically on contact, yet does not harm plumb- 


| the cleaner- 


| the more 











ing. Just saturate a swab with a little ZEN and 
swish—stains, germs and odors all disappear right 
now. A little ZEN goes a long, long way. It’s non- 
fuming, won’t sting the skin. 


See it to believe it! Ask your Holcombman for a 
30-second demonstration. And while you’re at it, 
ask to see the complete lineup of J. I. Holcomb 
Scientific Cleaning Materials to make washroom 
maintenance faster, pleasanter—and less expen- 
sive than ever before. 


J. I. HOLCOMB MANUFACTURING COMPANY 


1601 BARTH AVENUE, INDIANAPOLIS, INDIANA + NEW YORK «+ DALLAS « LOS ANGELES 


poems aaa 


R!Z—a powerful disinfectant for FRESHETTES—lIong-lasting 


| 
| 


DE-ODOR MIST—handy aero- 


SUPREME HAND SOAP— 











floors, rest rooms, toilets, shower 
fooms, Dilution ratio: 320 to 1. 
May be mopped or sprayed. 


fragrant blocks used in odorator 
cages or direct in urinals. Insol- 
uble in water. 


sol spray that destroys, not 
masks, odors. One “bomb” gives 
up to 450 squirts. 


fast-lathering, soothing liquid 
soap containing Lanolin. Rinses 
freely —a little goes a long way. 
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Purchasing Horizons 


= ONE OF THE GREAT SATISFACTIONS 
in being a part of the purchasing 
field or profession in this generation 
is the satisfaction of “arriving.” To- 
morrow’s executives are learning, in 
our colleges of business administra- 
tion, that sound, scientific purchas- 
ing is a basic function of manage- 
ment, essential to every successful 
and. well-rounded organization. To- 
day’s industrial leaders have learned, 
in the hard school of experience, 
that purchasing can be a construc- 
tive, profit-making function — not 
merely a spender of funds and a 
convenient service, as many of them 
believed in the years not so long 
ago. We do not expect, nor ask them 
to go around shouting about this 
discovery for all the world to take 
notice. Yet many of them have been 
so impressed by it that this is exact- 
ly what they are doing. Many more 
of them are expressing their new 
convictions quietly and effectively by 
placing more _ responsibility and 
more reliance in their purchasing 
departments, to their own benefit 
as well as ours. 

This, of course, is as it should be. 
The more purchasing is quietly ac- 
cepted and taken for granted, at 
its true value in the business and 
industrial world, the sounder will 
be our position, and the more 
authentic will be our standing in the 
management community. 

Yet we who have lived with this 
development, and have seen it 
evolve, know that we in purchasing 
must never take it for granted. 
Complacency must never be a part 
of our feeling of satisfaction, For 
with our new status have come new 
standards of responsibility and ac- 
complishment, and a new stirring 
challenge to every purchasing man 
to live up to these standards. 





Mr. Ahi was formerly General Purchas- 
ing Agent of Philip Morris and Co., Ltd., 
Inc. and President of the National Associa- 
tion of Purchasing Agents. He is now de- 
voting all his time and knowledge to the 
profession of Purchasing through the Na- 
tional Association of Purchasing Agents. 
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by G. W. Howard Ahl 


We are among the newest of pro- 
fessions. Yet there have been buyers 
as long as there have been salesmen 
— much longer than there have 
been accountants and engineers. The 
potential of good purchasing has al- 
ways been present in management, 
even though it went unrecognized 
and unrealized, so that ours is not 
only a recent, but a tardy arrival. 
That in itself should give us food 
for thought rather than elation. Per- 
haps it is we who have been laggard 
— not ready to meet and accept the 
opportunities and _ responsibilities 
that management now places before 
us. 
We are constantly reminded that 
the principles of sound purchasing 
are basic and unchanging. It is only 
the business and economic environ- 
ment in which these principles are 
to be applied, that changes. Yet, 
after all, most of the techniques and 
policies by which we have improved 
purchasing performance; broadened 
the scope and horizons of purchas- 
ing activity; contributed to profita- 
ble company operation; and merited 
the confidence of our associates in 
management — have been of rela- 
tively recent origin. And such ‘is 
human inertia that they are still far 
short of complete acceptance and 
application within the purchasing 
field itself, 

We would be less than honest, 
too, if we did not acknowledge that 
there is still a long way to go be- 
fore we can really feel that we have 
completely realized the possibilities 
of purchasing. Perhaps we shall 
never reach that point, for our ex- 
perience has been that every step 
of progress has opened up still 
broader horizons, 

Yet, we have come a long way 
along this road. Substantial progress 
has been made. We can see the re- 
sults, and can take just pride in 
what has been accomplished. It has 
not been an easy road. There has 
been a great deal of hard study and 
hard work involved. There have 
been headaches and _heartaches, 
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tough problems and discouraging 
frustrations along the way. The 
course has not always been clear. 
But there have always been within 
our ranks those who knew that the 
goal was worth striving for, and 
held to their faith. 

After all, it’s only about 15 years 
since the late Dr. Paul K. Hatt, a 
professor of sociology at Northwest- 
ern University, made his classic sur- 
vey to find out how Americans feel 
about other Americans. In that 
study he listed 42 occupations, rang- 
ing from a Supreme Court Justice 
to a bootblack, and assigned a “pres- 
tige rating” to each calling, accord- 
ing to the degree of respect in which 
they were held by those whom he 
queried. On that list the purchasing 
agent did not fare very well. He was 
ranked No. 31 in the list of 42, The 
dentist, the accountant, the corner 
druggist, and the farmer all out- 
ranked him by a substantial margin. 
He was just one thin percentage 
point ahead of the policeman on the 
beat, and the breath of the garage 
mechanic and the barber were hot 
upon his neck. 

Unfortunately, there has been no 
recent revision of Dr. Hatt’s ratings, 
but we know there has been a 
change. Some of those, who rated 
pretty high in the original compila- 
tion, have lost prestige. On the other 
hand the purchasing agent has most 
certainly gained new stature and 
respect, for he is part of an advanc- 
ing profession. 

This is a satisfaction which those 
in the older, established business 
callings cannot share. Perhaps it is 
also denied to those who have en- 
tered the purchasing field in the 
very recent years, to find — as 4 
matter of course — a well-organ- 
ized, well-staffed, efficient purchas- 
ing department in operation; to find 
purchasing executives, not expend- 
ing their energies in minor skirm- 
ishes with salesmen or battling 
within the company on some dis- 
puted point of prerogative, but con- 
Please turn to page 122 
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CHAIR 
No. 420 


Available in spring 
or foam-rubber 
filled reversible 
seat and back 
cushions, 















For prices and 
complete informa- 
tion for guest room, 
dining room, ball- 
room, cocktail 
lounge and solari- 
um, see your dealer 
or write us. 


AMERICAN 


Ate COMPANY 

























Wide Sheeting 
Best Quality Muslin | 


Jenn Ph cine MFG v4 













Made to 
Exceed 
Federal 
Specifications 
——EE 
 KING-KORD b 


BEDSPREADS 






by THE JOHN P. KING MFG. CO. 

AUGUSTA, GA. 
Sales Agents: . 
MINOT HOOPER 


incorPorATED G 
40 WORTH STREET, NEW YORK 13,N.Y. — 
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Cuts Clean-up 
Time in Half _ 








BIG X 
. Sweep Mop 






Here’s a mop that 
snatches up dust on contact. 
And it’s amazingly durable... lasts 









wow ai 
and lasts. Can be removed from block for 
washing. Handles can’t break due to exclusive new, rugged 
“Gibraltar” brace... BIG X comes in various widths 
up to 5 feet!...It’s our leader! 


VICTORY 
Wet Mop 


Your maintenance men 
will cheer you for ordering 
VICTORY mops. Soak up dirt and ,; 
water at high speed. A heavy-duty, long- //; 
wearing mop—the choice of (£7 
thousands of buyers. 







hed & 3 3 | 
Applicator 


A high-speed performer. Reduces 
cost of applying wax, seals, varnish. 
More professional floor finishers use 
HOLZ-EMS than any other applicator. 


AMERICAN STANDARD products from your regular 


supplier. He has them or can get them for you. 
If not, write us direct. 


O 
TOPS IN MOPS' 


AMERICAN STANDARD MFG. 


>rporated 19 


CHARLES E. KREBS and WALTER C. KREBS 


COMPANY 
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2519 SUuiIrt GREEN STREET * CHICAGO, 8, ILLINOIS 
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Shopping Around 





Major Operating Table 


™ A PURCHASING GROUP SHOULD, of 

course, be aware that a major op- 

erating table must provide facilities 
for the many diversified branches 
of surgery: 

ABDOMINAL SURGERY and all 
that it entails. 

GENITO-URINARY with ample de- 
gree of flexion of the table-top. 
Further, facilities should be avail- 
able for the “Hugh Young” posi- 
tion for perineal prostatectomy. 

PROCTOLOGIC SURGERY with 
good facilities for the knee-chest 
position. 

EYE, EAR, NOSE AND THROAT 
and ORAL SURGERY in the 
sitting and recumbent positions. 

THORACIC SURGERY with the 
patient in a flexed unilateral posi- 
tion; and also in the prone (Over- 
holt) position by means of an 
attachment for the table sold at 
extra cost. 

NEUROSURGERY — Sitting posi- 
tion or patient recumbent. 

SPINAL SURGERY — Fusions, 
laminectomy. 

THYROID, FACIAL AND LARYN- 
GEAL TUMORS. 

GYN and other surgery through the 
perineal route. 


with Orpha Mohr 


When selecting a major operating 
table there are six groups directly 
concerned with its use. First is the 
patient. 


The Patient 


Is the table safe for the patient? 
1—Construction and engineering of 
table. 

a—Is the table well balanced and 

rigid when positioned for dif- 
ferent surgical positions and 
procedures. 

b—Are all hinged joints of the 

articulating table-top designed 
so as to prevent accidental 
pinching of the patients hands 
or other parts when being 
maneuvered into the desired 
surgical position either before 
or during the operation. 
c—Location and Easy of Opera- 
tion of Controls — 
1—Simple table control from 
outside the sterile field. 
2—Controls engineered so 
that no one can move any 
segment of the table unin- 
tentionally. 
3—Fast, simple 
Trendelenburg. 


control of 


d—wWill the patient be protected 
from PRESSURE TRAUMA 
—When under anesthesia con- 
centration of pressure on any 
one part of the body must be 
reduced to a minimum for 
physiological reasons. A soft 
conductive-rubber-c overed 
mattress pad must be pro- 
vided; and preferably a sim- 
iliar pad for the armboard. 
All accessories must be de- 
signed or padded to prevent 
trauma from pressure con- 
centration. 

e—Is the table fully conductive 
— Conductive-rubber casters 
and a conductive-rubber mat- 
tress pad provide an electrical 
conductive pathway to the 
floor for use in a hazardous 
location. 


The Surgeon 


Requires: 

1—A table that serves fully all 
clinical requirements of all spe- 
cialties, as well as general routine 
requirements. 

2—Ease of proper positioning of pa- 

Please turn to page III 
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tient and changes in positioning 
during surgery with a minimum 
of disturbance to the surgery 
team, and without contamination 
of the aseptic field. 
3—A table that provides basic com- 
forts in surgical approach, such 
as: 
a—Ease of standing close to table. 
Toe room around base of 
table. 
b—Proper height adjustment, to 
minimize use of footstools. 

c—No obstruction of any kind on 
side of table to interfere with 
surgeon standing close to 
table. 

d—Allowing the surgeon to sit 
during long repair procedures, 
such as head or neck surgery. 

e—Allowing the surgeon to sta- 
bilize patient close to side of 
table for unilateral proce- 
dures, which gives better sur- 
gical approach. 

f—Lateral tilt must be available 
to give the surgeon better ap- 
proach to the wound. 

g—Possibly, some provision for 
accommodation of infants so 
that the surgeon need not 
lean over the table during 
pediatric surgery. 

3—The table that has flex and reflex 
abdominal positioning to aid in 
skin approximation at closure, or 
to aid in retraction through grav- 
ity, so as to minimize mechan- 
ical traction. 

4-Safe, positive accessories, such 
as wrist restraints, leg supports, 
shoulder braces, restraint straps 
and adhesive straps. The right 
accessories for special types of 
surgical procedures. 

5—Maximum rigidity of the table- 
top in its different positions. 


The Anesthesiologist 


Prime requirements are — 

1—Location of controls — Controls 
of the table, including the foot- 
pump governing the _ table’s 
height from the floor, should be 
easily reached and easily oper- 
able whether in a sitting or stand- 
ing position at the head of the 
table. 

2—The head section of the table 
Should be fully maneuverable to 
Support the patient’s head in the 
desired position and to provide 
the changes of position as re- 
Quired; it should also be light in 
Weight for easy handling. 
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3—The accessory attachments, par- 
ticularily the armboard, should 
be readily attachable to the side 
rails of the table and sufficiently 
rigid to facilitate the introduc- 
tion of parenteral fluids and 
other intravenous procedures. 


The Operating Room Supervisor 


Requests: 

1—Ease of assembly — Operating 
tables that lend themselves to 
quick and easy assembly of leg 
holders and other commonly used 
accessories. 

2—A table that is easily taught, as 
to its full function, to all person- 
nel. 

3—A table that is easily kept hy- 
gienically clean. Enclosed gearing 
and smooth contours also, fa- 
cilitates draping the patient. 

4—Tables which are easily moved 
— Large substantial castors and 
the use, wherever possible of 
light alloys to reduce overall 
weight. 


The Hospital Engineer 


Is concerned about— 

1—Sturdy construction. 

2—Availability of service parts. 

3—Availability of manufacturers 
service personnel. 

4—Warranty period and 
manual. 

5—-Ease of mechanical maintenance, 
such as gear and pump, inspec- 
tion and dismantling. 

6—-Maintenance of minimum stock 
inventory. 


service 


Administrator and Purchasing Agent 


Probably should consider: 
1—Table quality in relation to price. 
2—Is table fully qualified to fulfill 

all uses demanded by surgeons? 
3—Are manufacturers service per- 

sonnel and service parts available 
quickly? 
4—Will it fulfill future applications 
not currently required? 
5—Will manufacturer be able to 
demonstrate and educate hospital 
personnel (operating room per- 
sonnel) as to correct table use? 
6—Does it comply with all Under- 
writers’ and NFPA requirements? 
7—Does table purchase render it- 
self to the standardization of 
tables throughout the hospital? 


Accessories 
Accessories standard with the op- 


erating table itself generally in- 
clude the anesthetic screen, a pair 





WRRS ELECTRIC 
»PARKING GATES 


Assure 
Controlled Parking 


FOR YOUR 
HOSPITAL STAFF 


Without Labor Costs 


Prevent Unauthorized Parking—WRRS 
Gates control the usage of hospital parking 
lots. They prevent unauthorized parking 
in spaces reserved for doctors and other 
hospital staff members. And your WRRS 
Gates—the ‘‘Automatic Attendant” —stay 
on the job 24 hours a day without pay. 


Easy to Operate WRRS Gates are safe, 
dependable in all types of weather, and 
easy to operate... with coins, tokens, keys, 
or any combination of the three. These 
Gates are low in initial cost, easy to install, 
and require almost no maintenance. They 
are made by the builder of 10,000 railroad 
crossing gates. 


Free Cost Estimate—Send us a diagram of 
your lot, and receive, without obligation, 
a parking plan and cost estimate. You will 
find that WRRS Electric Gates are the 
economical solution to your hospital park- 
ing problems. 

Pictures (above and below) show "Key-In 


and Free-Out” installation at the new Veter- 
ans Administration Hospital, Chicago, Illinois, 





COMPANY 
General Offices and Factory 
2420 South Ashland Ave., Chicago 8, Ill. 


IN CANADA: Cameron, Grant inc., 
Montreal 8, Quebec 6025 
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14526 So. Garfield Ave., PARAMOUNT, CALIF. 


U.S.P. LIQUID SURGICAL SOAP 


40% Soap with 2% G-11 (Hexachlorophene) 


FOR ALL HOSPITAL PERSONNEL 


STAPHACIDE is manufactured from finest 
vegetable oils in the most modern autoclave 
soap-making equipment, under extremely ac- 
curate control. It keeps the skin soft, antiseptic 
and healthy. Used consistently, STAPHACIDE 
reduces the length and number of scrubs and 
eliminates the alcohol rinse. Correct viscosity. 
for use in dispensers. The concentration of 
STAPHACIDE permits dilution with 2 or 3 
parts of water before use. STAPHACIDE 
exceeds rigid U.S.P. specifications. The 
handy, refillable “squeeze” bottle makes 
STAPHACIDE readily accessible wherever it 


is needed. 


Distributed Exclusively by Established Supply Houses 


B&W CHEMICAL COMPANY 
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AND Mrs. JOHN LINN 


S$ uccessful administrators from 
coast to coast report that per- 
manent Plaques and Name Plates are 
the most effective single means of 
raising funds for hospitals. These 
handsome acknowledgements of con- 
tributions, in dignified bronze, alu- 
minum, or plastic act as powerful in- 
centives to potential donors. 
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— — 


You'll be pleasantly surprised at our low 
prices for plaques and nameplates of en- 
during beauty. Send today for illustrated 
free Catalog. 


"Bronze Tablet Headquarters’ 
United States 
Bronze Sign Co., Inc. 
570 Broadway, Dept. HM, 
New York 12, N.Y. 
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Order bright white Wipettes from 
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AMERICAN HOSPITAL SUPPLY CORP. 


Evanston, Illinois 
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of shoulder supports and pads 
(sponge rubber pads are essential 
in reducing localized pressure »5n 
the patient), wristlets, a pair of 
body supports for the kidney bride, 
a pair of leg holders, and a foot «-x- 
tension for the table-top. If these 
standard accessories are not needed 
on all tables credit adjustments can 
be worked out. 

The mattress pad, lap straps, 2-m- 
boards, neurosurgical headrests and 
other specialty accessories suc as 
thoracic frames for the prone posi- 
tion in chest surgery are considered 
items at extra cost. 


Most Important Consideration 


Method of procedure: 
1—Consult your Surgeons, your 
Anesthesiologist, your Surgical 
Supervisor and your Engineer as 
to their problems and require- 
ments. 
2—Gather as much information as 


possible concerning equipment 
available to fit their require- 
ments. 


3—Then with your guidance and 
council let the above team decide 
upon the surgical table to be 
purchased. Of course, barring 
someone’s unreasonable bias 
which may not be compatible 
with hospital policies. 

This material was written with 
the collaboration of Adrian Comper, 
Director, Medical and Hospital Di- 
vision of Ritter Company; Robert 
S. Carlson, Manager, of Light and 
Table Division of American Steriliz- 
er Company, The Shampaine Co. 
and members of the Surgical Staff 
of Chicago Wesley Memorial Hos- 
pital. . 





Hospital Vending 

Machines Okayed 

™ COUNTY COMMISSIONERS decided 
vending machines may be used at 
the County Institution District fa- 
cility at Woodville, Pa. to provide 
candy, cakes and other extres for 
patients there. 

Dr. G. P. Hammill, C.I.D. cirec- 
tor, in a letter to the commissicners, 
explained that the Snack Shop at 
the facility has been closed for al- 
most a year. But he says the pa- 
tients miss the convenience © the 
snacks. 

Thus, the commissioners author- 
ized the C.I.D. to have vending ma- 
chines installed which will dispense 
candy, cigarets, cakes, cookies and 
soft drinks. Profits will go to the 
patients’ entertainment fund. . 
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order to dramatize the recreational 
therapy as a focus of hospital life 
rather than the hospital core. It was 
hoped that the spacious, open nature 
of this building with its flared col- 
umns and its high ceilings would 
lend an attitude of gayety to the 
center of the community. 


Service Building 

The Service building contains an 
interior court which provides an 
outdoor extension for both dining 
anc. occupational therapy. In the 
sun.mer months these functions 
would be made far more pleasant 
for both staff and patients. Occupa- 
tional therapy shops were placed 
in this building to be near both the 
day-care patients and the mainte- 
nance shops. Advanced patients 
migiit be allowed to use the heavier, 
machine tools of the repair shops. 

The patients in the Convalescent 
units and the Observation building 
would be served their food by carts 
from the Service building. The final 
preparation of food and its indi- 
vidual serving would be from the 
pantrys provided in each unit. The 
Receiving Service kitchen would, in 
turn, be supplied by the Main Serv- 
ice buildings of the State Hospital. 


CONCLUSION 

The desire throughout the design 
of this project was to achieve a plan 
which would be versatile enough to 
accommodate the many complications 
of planning for a number of differ- 
ent sites. It was also hoped that 
with the time available for study 
some contribution could be made in 
terms of finding an expression in 
form for a Receiving Service. 

This form and organization was 
chosen for its potential adaptation 
to both rural and suburban sites. 
Economics of operating costs sug- 
gest that both staff, employees and 
visitors might benefit from locations 
in suburban areas. In such areas 
where street systems already exist 
this complex can fit easily into two 
two average blocks. In such an en- 
vironment the outside walls of the 
Peripheral courts could be closed 
and the interior gardens would be- 
come the larger recreation areas. 
Thus both the patients and the sur- 
rounding neighborhood would have 
privacy. 

If the site were rural and involved 
considerable contour changes each 
block of this plan could be raised 
or lowered to meet the contour level. 


levels would add interest to the en- 
vironment. 

The compactness of the plan as a 
close-packed organization would de- 
crease the land costs to an extent 
where it should be possible to 
achieve real quality in the land- 
scaping. Landscape architecture is a 
vital part of any environment which 
is to promote psychiatric health. 
The order and quiet of a regular 
system of walled courts should also 
aid the sense of quiet and well-be- 
ing. This becomes essential in any 
complex of a large number of build- 
ings. 


At the mid-century we find Amer- 
ican Architecture at a turning point. 
Modern architecture is established 
as a factor of progress but the forms 
employed must mature in their de- 
sign. We can no longer hide behind 
excuses of raw functionalism. We 
have learned much about the econ- 
omy of space and materials and 
now we must again open the books 
of History and find how order, dis- 
cipline and refinement can achieve 
buildings of lasting strength. This 
pursuit will benefit both those who 
have mental health and those who 
seek it. 8 











We all agree* — 


x { 


disinfection a problem? 
not in our hospital! 


the disinfectant that can be depended on — 
day-in, day-out, year-in, year-out — 
to do an efficient job all over the hospital — 
on floors, walls, furniture — 
on instruments and thermometers — 
on dishes, utensils, appliances — 
By on patients, too, as an antiseptic — 
that’s the one for us — 


and we all agree on O-syl F 


It's bactericidal, fungicidal, and tuberculocidal. 
No previous cleaning is needed. There is a wide a 
margin of safety and no lingering ‘disinfectant odor’. ff 


O-syl does more — costs less. Simplifies buying. 
It takes only one gallon (diluted 1:100 with 











SS 


nereee water) to disinfect all the floor surface in a 


the average size 125-bed hospital. 


Are you using O-syl throughout your hospital 
for all disinfection? Write for: booklet 
describing varied applications, samples, 

and the name of your local supplier. 


Lehn & Fink @ Professional 


PRODUCTS CORPORATION 


DIVISION 








Dept. 12, 445 Park Ave., New York 22, N. Y. 


® Brand of arylphenolic disinfectant and antiseptic 


Steps in the walks would accommo- 
date the changes. The variety of 
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Scrubbing Polishing Waxing 





American Machines Save Dollars For Management 
... Are Easiest To Use, Do More Work For You! 





Wet Pick-Up Dry Pick-Up 


You'll be amazed at the difference in dollars saved, work saved, 
with the NEW No. 1 floor maintenance machine line... 
American Machines for any floor, any rug, any budget! Ask for 
an on-the-job demonstration at no cost or obligation. Write... 


. WORLD-WIDE SALES AND SERVICE 


PERFORMANCE PROVED MAINTENANCE MACHINES . . 





Steel Wooling 


Wall Cleaning 


Cleaning Factory Floors Concrete Grinding 


Cleaning Blinds Vacuuming Rugs 


“INMERICAN’ 


FLOOR SURFACING MACHINE CO, 
ESTABLISHED 1903 


Rug Dry Cleaning 





all-new 











546 S. St. Clair St., Toledo 3, Ohio 








j ELECTRICITY | 
: is the LIFEBLOOD 
L > iG of every hospital ! 





insure your electrical 
supply during possible 
power failures with 


[etotight EMERGENCY POWER 


KATOLIGHT ASSURES AN UNINTERRUPTED FLOW OF POWER TO 
ALL VITAL EQUIPMENT OF YOUR HOSPITAL DURING EMERGENCIES 
CAUSED BY ELECTRICAL POWER FAILURE. 
Yes, your lighting, x-ray, refrigeration, elevators, communica- 
tion, iron lungs, heating, ventilation and all other electrical 
equipment are the “‘vital organs’ of your hospital. All of them 
can be paralyzed by electrical power failure. Katolight Standby 
Power Plants guarantee you an instant, ye Power 
source during such emergencies. Avail dard sizes 
up to 50 KW (or to 400 KW on request). FB. safety and | 
signal controls can be custom-fitted to any Katolight plant to 
transfer the load automatically to ees unit. 

RITE US TODAY FOR 


atolight CORPORATION MORE INFORMATION 
Box 891-86 Mankato, Mi ta | 

















LOOKING 


...for A JOB 
AN EMPLOYE, 
SOME EQUIPMENT 
OR SOMETHING & 


HERE'S HOW to find what you want, or to sell what you 
want to liquidate, provided it has anything to do with the 
hospital field: Just tell the hospital world about it in tne 
Classified Columns of HOSPITAL MANAGEMENT. It's a2 
definite way to get prompt results—and no wonder, either, 
when you realize it has something like 49,275 readers! Best 
of all, it's inexpensive—only 75c¢ per line, minimum charge 
$1.50. Turn to the Classified Page right now for details. 
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Reversible Patient Gown 





« THIS GOWN PROVIDES easier ex- 
aminations and simplified bed care— 
goes far to eliminate patient’s em- 
barrassment. It gives all-over cover- 
age and roomy comfort. It may be 
worn for front or back opening. 
There is no need to expose any 
more of the body than the immedi- 
ate area being treated. Tape ties will 
not ravel, shred or pull out under 
any circumstances, 


Circle 301 on mailing card for details. 


Mattress Protector 

® THIS MATTRESS COVER CAN BE BOILED 
or autoclaved, and is noncombus- 
tible. The design provides complete 
protection for the top and all sides 
of the mattress, and it is firmly held 
in place by reinforced elastic bands, 
which pass under the mattress 
across each corner. It also assures 
the “tailored” appearance as well as 
long-lasting protection of expensive 
bedding. 





Circle 302 on mailing card for details. 
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Numbering Machine 


™ THIS ELECTRICALLY operated num- 
bering machine automatically prints 
numbers on cards, labels and car- 
bon forms (ten copies.) It features 
an adjustable work positioning 
means for Left, Right and Rear Po- 
sitions and has a six inch throat 
depth. The machine is equipped with 
a precision built interchangeable 
numbering head to automatically 
number from 1 to 999,999. It is eas- 
ily set for consecutive, duplicate or 
repeat action by shifting the action 
lever into the desired position. 
Roman or gothic style figures can 
be furnished in size 3/32, 9/64 or 
3/16 inch. Machine requires no in- 
stallation other than plugging into 
any 110V AC outlet. It has an inde- 
pendent safety shut-off switch and 
is operated by depressing the Actu- 
ating Plate of the machine. 





Circle 303 on mailing card for details. 


Bug Killer 

= THIS PRODUCT, although deadly to 
all kinds of household and garden 
pests, is harmless to humans and 
animals when used according to di- 
rections. It will not injure the foli- 
age or blossoms of either outdoor 
on indoor plants, is nonflammable 
and has a pleasant aroma, One can 
of the product is enough to clear 
60 average rooms of all insects. Only 
a small amount of the insecticide is 
required for each room, as minute 
particles of the spray float to all 
parts of the room to kill pests. & 

Circle 304 on mailing card for details. 





The appearance of a new prod- 
uct in this department does 
not necessarily imply its en- 
dorsement by HOSPITAL MAN- 
AGEMENT. 











Bed High Commode 


™ THIS LIGHT-WEIGHT, all aluminum 
unit is highly mobile and is so de- 
signed that the patient needs little 
if any assistance in positioning him- 
self upon it. It is stable and it can 
be attached or detached in a matter 
of seconds from a mated bracket 
that fits any hospital bed. When 
attached, it is firmly secured and it 
is impossible for it to topple. A foot 
rest is placed at a distance from the 
seat equal to that of the toilet seat 
at home. The back rest and arm 
rest add to the patient’s comfort 
as well as giving a sense of assured 
safety and well-being. The con- 
tainer is molded to fit the seat per- 
fectly and is placed into the seat 
from above. A friction fitted lid fa- 
cilitates handling for improved sani- 
tation. 
Circle 305 on mailing card for details. 


Seamless Capsules 

= THESE CAPSULES ARE more soluble 
than existing soft shell types, and 
are good for natural and synthetic 
vitamins and other’ medicinals 
(human and animal). It is used 
either as a complete enclosure or as 
a liquid center for pellets. The 
round, easy to swallow form is 
ideally suited to medicinals for oral 
consumption. The capsule’s thinner, 
more soluble shell assures more cer- 
tain solubility with the possibility 
of undigested or surplus shell ma- 
terial being eliminated. The fill ma- 
terial is hermetically sealed within 
the shell without exposure to air, 
eliminating all possibility of con- 
tamination by air, lubricating oil or 
foreign matter. 

Circle 306 on mailing card for details. 
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Electric Laboratory Heater 

™ DESIGNED WITH a built-in rheo- 
stat, this machine is now used for 
such laboratory tasks as distilla- 
tions, evaporations, extractions and 
digestions, as well as many utility 
applications. The lateral rheostat 
provides instant response to any 
change in setting. Carbon rheostat 
contacts of the roller type lessen 
wear on both resistance wire and 
the contact. Temperatures are easily 
reproducible by means of a refer- 
ence scale calibrated from 0 to 100 
for adjustment from 275 to 550 
watts output. The unit is housed in 
a corrosion resistant case of stain- 
less steel. 





Circle 307 on mailing card for details. 


Conductive Wax with U.L. Label 

® THE FIRST WAX to be listed by 
Underwriters’ Laboratories, this 
product is for use on all conductive 
flooring. Conventional waxes and 
finishes are insulators which disrupt 
conductivity. The wax produces a 
durable, water-resistant surface that 
may be polished to a high luster, 
and retains its conductivity for a 
long period of time. This conductiv- 
ity is not hampered if floors are 
cleaned with a special all-purpose 
cleaner that contains no soap and 
cleans all floors, walls, woodwork, 
metal, leather and plastic. 





Circle 308 on mailing card for details. 
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Automatic Folding Machine 





™ CAPABLE OF PRODUCING the seven 
basic and most used business folds 
at a rate of more than 7000 pieces 
per hour, this automatic folding ma- 
chine will handle stock up to 9% 
inches wide by 14 inches long. It’s 
2 little larger than a standard type- 
writer and completely portable for 
use anywhere in the office. Any of 
the many pieces of mail flowing 
through every office can be quickly, 
efficiently and economically handled 
with the automatic folding machine. 
The most unskilled operator can set 
single, double, standard, accordion, 
French and many other folds into 
the machine simply by referring to 
the folding chart permanently in- 
scribed on the side of the machine. 
This machine is powered by an 
electric motor which operates on 
110-120 Volts AC current. 


Circle 309 on mailing card for details. 


Lightweight Chairs 
j i - 





® SUITABLE FOR institutional, hotel 
and restaurant service, these chairs 
combine distinctive styling with low 
price. The model has a saddle seat 
and a pivoted back that adjusts it- 
self to the most comfortable posi- 
tion. Supported plastic fabrics are 
available in any color, or various 
color combinations can be used on 
the seat, back and arms. Chair bases 
will be painted to harmonize with 
the fabric color. 
Circle 310 on mailing card for details. 


Polyethylene Sink Trap 

® SINCE IN THIS TYPE of construction 
all junctions of the trap are visible, 
the unit eliminates danger of hic Jen 
leaks and provides a positive sea! at 
all times. The all-polyethylene con- 
struction is resistant to acids, alia- 
lies, mercury and other chemicals, 
It is physically tough and yet f ex- 
ible. The trap can also be instzailed 
without tools and dismantled by 
hand when it is cleaned. 





Circle 311 on mailing card for details. 


Duplicator 

® THE DUPLICATOR FEATURE FOR run- 
ning paper through the machine 
provides for stacking the sheets at 
the back of the duplicator, and run- 
ning them through so that the print- 
ed surface comes out face up at the 
front of the machine, This is the 
easiest, most convenient position for 
the operator to see the clarity and 
brilliance of the impressions. The 
paper feed is automatic, and permits 
the use of any size sheet from post- 
card dimensions to 15” in length. 
Automatically operating side pads 
assure register control, the machine 
printing any number of colors from 
one to five at one turn of the handle. 
It prints up to 500 copies from one 
master sheet, at the rate of seventy 
copies per minute. A dial-s«tting 
lever regulates pressure from light 
to dark as desired. Fluid control is 
also automatic, with set-in wick 
provided. 





Circle 312 on mailing card for details. 
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New Triacetate Fiber 








® THIS NEW MAN-MADE FIBER is be- 
ing used throughout ready-to-wear 
and in the uniform field. The special 
features of this material are, keeps 
fresh all day long, resists scorching 
and melting when ironed, stains 
come out in laundering, dries quick- 
ly and is opaque.. In general this 
material stands up well and holds 
its shape. 


Circle 313 on mailing card for details. 


liquid Wax 
® A LIQUID SELF POLISHING floor wax 
that protects like paste wax is re- 
ported to last longer than other self- 
polishing floor waxes and not water 
spot. In addition, buffing will renew 
the luster when the floor becomes 
scuffed and scarred. Damp mopping 
to remove dirt will actually improve 
the gloss. The manufacturer claims 
that this product is so water-repel- 
lent that liquids can be wiped away 
without a trace, even if left for 
hours or permitted to dry. It can 
be used on any type of flooring, in- 
cluding linoleum, asphalt and rub- 
er tile, sealed wood, vinyl, cork 
and terrazzo. 


Circle 314 on mailing card for details. 
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Background Music Machine 
® THIS DEVICE PLAYS APPROXIMATELY 
stx hours of continuous music be- 
fore the mechanism raises the entire 
stack of records and replays them, 
giving continuous music without at- 
tention all day long. Ordinary 45- 
RPM extended play records are 
used, so that it is possible to choose 
music fitted to the season, time of 
day and business conditions merely 
by changing the selection of records. 
The unit is also used as a public 
address system and comes complete 
with a desk microphone. The ma- 
chine has a capacity of 25 records. 
The tone arm plays both sides of 
each record automatically and never 
repeats the same selection twice in 
succession. The three basic actions 
of the stacking mechanism, tone arm 
movement, record changing, and re- 
stacking, are actuated by electro- 
mechanical clutches. Power is sup- 
plied by a two-pole motor and the 
turntable is powered by a separate 
continuous-duty type of four-pole 
motor. The basic model is equipped 
with a 15 watt amplifier, sufficient 
power to handle approximately 20 
indoor speakers. Other models are 
available without desk microphone 
and amplifier for use where there 
are already amplifiers available. 
Output impedences are 4, 8, 16, 250 
and 500 ohms and there is a 70 volt 
constant voltage tap. 


Circle 315 on mailing card for details. 


Colored Adding Machines 





™ PASTEL HUES ARE designed to co- 
ordinate the machines with the sur- 
roundings. Five colors are available, 
blue, grey, green, biege and tur- 
quoise with contrasting center pan- 
el, keyboard and keys to establish a 
center of interest for the operator. 
Black and red numerals and symbols 
highlight keyboards of the colored 
machines. The logo-type is bright 
gold-plated chrome. Interchangeable 
covers offer a variety in color choice 
and an opportunity to change color 
combinations at a later date. Older 
models can be converted to colored 
covers at a low cost. 


Circle 316 on mailing card for details. 





Wall Sealer 





™ THIS READY to use liquid paint 
can be applied on either wet or dry 
surfaces. When used on damp ma- 
sonry, inside or out, it is reputed to 
prevent further water penetration. 
However, it is so formulated as to 
permit free and constant “breath- 
ing” through its plastic film, thus 
releasing all internal moisture. As 
its smooth plastic surface can be 
easily washed, the product is 
claimed to remain attractive far 
longer than ordinary paints. It 
covers extra smoothly, is non-fading 
and does not blister, crack, chalk, 
chip or peel in extremes of heat and 
cold. It can be applied with brush, 
roller or spray gun. 


Circle 317 on mailing card for details. 


Divided Syringe Bag 

= THIS ITEM ELIMINATES the danger 
of chipped syringes because the 
barrel and plunger are separated in 
the bag. Sterilized right in the bag, 
syringes stay sterile until ready for 
use. Longer length of the bag allows 
it to be folded over several times, 
making a better seal. 





Circle 318 on mailing card for details. 
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Remote Control TV System 





® COMPLETE REMOTE CONTROL opera- 
tion of closed-circuit television 
cameras is provided in this unique 
“servo pan and tilt” system. It in- 
cludes a multi-lens camera which 
is completely controlled by a sep- 
arate monitor-console. Controls in 
the console allow three “pre-set” 
pan and tilt positions to be instantly 
selected by pushing a button, or 
completely free flexible manual con- 
trol by turning an _ appropriate 
knob. The pre-set positions may be 
readily changed. Different colored 
knobs and push-buttons distinguish 
identity for clear and simple op- 
eration. The remote control unit 
provides operator safety in haz- 
ardous locations, permits quick and 
accurate viewing of widely-spaced 
objectives, and assures undetected 
operation in security and surveil- 
lance installations. The camera may 
be mounted on tripod or fixed in a 
permanent location. 
Circle 319 on mailing card for details. 


Resuscitator 





™ FEATURING A UNIT which can be 
attached to a cylinder, a piped oxy- 
gen system or an air blower, this 
instrument provides positive and 
negative resuscitation, or intermit- 
tent positive artificial respiration. 
Both of these pressures can be reg- 
ulated. 
Circle 320 on mailing card for details. 
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Vitreous Ware Cleanser 

® A NEW TYPE LIQUID CLEANSER for 
all vitreous ware has been developed 
that cleans, sanitizes and deodorizes 
in one operation. It is reported to 
possess unusual cleaning speed due 
to its dual cleaning action—deter- 
gent and acid. Said to quickly re- 
move even the toughest stains and 
discolorations from toilets, urinals 
and other vitreous ware, the prod- 
uct is pleasantly scented, non-fum- 
ing and will not sting or smart skin. 
It contains a special inhibitor to pro- 
tect plumbing. The dispenser bottle 
has a special no-drip pouring spout 
and will not break or slip from 
user’s hands. 





Circle 321 on mailing card for details. 


Wrist Radio 

™ A SPECIAL REGENERATIVE RF reflex 
circuit is incorporated in this minia- 
ture radio receiver which allows for 
good selectivity and maximum sensi- 
tivity. In moderate signal strength 
areas, no antenna is required. The 
high sensitivity of the receiver per- 
mits its use with no external an- 
tenna at distances up to 25 miles 
from a broadcast station of average 
power, facilitating its use as a true 
wrist radio. Good reception is pos- 
sible at greater distances by the 
use of a short length of wire from 
six inches to three feet depending 
on the distance from the broadcast 
station. Its small size makes it pos- 
sible to wear the radio comfortably 
on the wrist or in the shirt pocket. 
The rugged construction can with- 
stand hard wear, and economy of 
operation is obtained through the 
use of special circuitry. Normally 
the transistor will not have to be 
replaced for the life of the instru- 
ment. 


a 


Circle 322 on mailing card for details. 








Color Camera Attachment 





Everyt 


™ A COLOR CAMERA ATTACHMEN” for 
mounting a 35mm camera in the 
lamphead of major operating lights 
provides an emergency device for 
the instant availability of photo- 
graphic equipment in surgery. The 
surgical staff is thus given a practi- 
cal, simple means of obtaining color 
transparencies for evidence or rec- 
ord purposes. The attachment takes 
either 20 or 36 separate exposures 
and may be detached for other pic- 
ture taking purposes. No profes- 
sional assistance is needed to oper- 
ate the camera. Minor adjustments 
of the surgical lamphead or table 
superimpose .built-in focusing 
range-finder spotlights at the center 
of the field. One control knob winds 
film within camera, cocks and trips 





shutter for exposure. Lens settings eA 
are pre-set—need never be touched (6 x | 
if camera remains in light. Double illustr 
exposures are impossible. Color- ben 
er 


correction and intensity of the op- 
erating light are so regulated that very 
no additional lights, reflectors, or therax 
filters are required for color photog- grams 
raphy. All use of flash bulbs, Cirel 
stroboscopic lights, or photofloods is 
thus eliminated. 





Circle 323 on mailing card for details. a 
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Spectacle-Type Hearing Aid contai 
™ THIS SPECTACLE-TYPE HEARING AID hice 
weighs less than one ounce, and re- indust 
quires no bulky frames. This new comps 
hearing aid does not require a spe- ress 0 
cial. pair of glasses for the use. The nai 
behind-the-ear portion of the bow and ¢ 
is snipped off, and the tiny hearing count 


aid is slipped on, actually replacing 
the curved portion of the spectacle Cirel 
temple. The hearing aid makes pos- 
sible directional hearing when twin 


aids are worn. The user, by wearing Phy 
one of the instruments at eac. eal, = 
will obtain directional hearing and cise f 
a fuller, more natural tone «uality lustra 
than is possible with an instrument cient 
worn at one ear only. The hearing ore 
aid also eliminates bothersome cloth- and j 
ing noise which was caused by the tures 
clothes rubbing against the trans- Pe 
mitter in previous instruments. oltice 
Circle 324 on mailing card for details. Cire 
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Management Aids 





# A HANDY, 144-pacE pocket size 
(6 x 9) handbook crammed full of 
illustrations, descriptive informa- 
tim and prices covers virtually 
“Everything for the Artist”. It is 
very useful for the occupational 
therapy, hobby, arts and crafts pro- 
grams. 


Circle 325 on mailing card for details. 


“Blueprint for Tomorrow”’ 

® A VERY FINE journal put out by 
the United States Gypsum Company 
contains interesting information on 
the status and trends of the building 
industry and how it concerns the 
company. The emphasis is on prog- 
ress of the company, and this is il- 
lustrated with pictures of the plants 
and their operations all over the 
country. 


Circle 326 on mailing card for details. 


Physical Therapy Exercise 

" THIs caTALOG of the Elgin Exer- 
tise Appliance Co. describes and il- 
lustrates equipment which has been 
scientifically designed to administer 
exercises for most of the muscles 
and joints in the body. Clear pic- 
tures demonstrate use of the equip- 
ment in the home or the doctor’s 
office. 

Circle 327 on mailing card for details. 
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Film Data Book 

= “Kopak EKTACHROME FILM” de- 
scribes the versatile roll color film, 
containing useful, easy-to-under- 
stand information for color enthusi- 
asts. For the beginner there is a 
glossary of basic photo terms, a brief 
rundown on taking snapshots and a 
simplified explanation of setting a 
camera for flash. The advanced 
photographer will be interested in 
some of the booklet’s tips on ultra 
close-up picture taking, an exten- 
sive section on meters, choice of 
film and other matters under the 
heading of natural light photography 
along with an _ introduction to 
bounce flash in color, a method of 
getting the kind of quality with one 
flash lamp that would ordinarily 
necessitate three or four. 


Circle 328 on mailing card for details. 


High Fidelity Catalog 

™ THIS PUBLICATION, released by Al- 
lied Radio Corporation, combines an 
extensive, illustrated information 
section explaining high fidelity, with 
listings of hi-fi music systems and 
separate components. Written in 
non-technical language, the booklet 
explains the functions of the basic 
units. Also included are complete 
listings of the very latest individual 
components produced by the lead- 
ing manufacturer’s in the field. A 
well-illustrated section covers tape 
ries. 


this ts high tidetity 
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Circle 329 on mailing card for details. 


Architect's Specification Guide 

= SOMETHING NEW in architect's 
specification guides has been pre- 
pared for Kentile, Inc. by architect 
Ben John Small, an expert on speci- 
fications. The data is presented so 
that applicable portions of the 16- 
page guide may be edited for use in 
the architect’s final specifications. 
All pertinent information on Kentile 
Products, complete with installation 
instructions, is double spaced on one 
side of the paper. The specifications 
writer can edit out the parenthetical 
multiple choices he doesn’t need, 
then cut up the sheets and reassem- 
ble the information in the manner 
most useful to him without destroy- 
ing information on the reverse side 
of the sheet. Federal specifications 
numbers are included where applic- 
able, and the generous margin space, 
both right and left, contains infor- 
mal comments on colors, special 
qualities, applications, etc. The de- 
scriptions are comprehensive, but 
concise. 


Circle 330 on mailing card for details. 


Packaged Steam Generators 

™ A 16-PAGE CATALOGUE on Foster 
Wheeler packaged steam generators 
in sizes 10,000 to 46,000 Ib. steam per 
hour has been released by the man- 
ufacturer. The catalogue gives ca- 
pacities, dimensions, construction 
features, instrumentation, accesso- 
ries, sectional drawings, and instal- 
lation photographs. Also included is 
a chart for selection of firing equip- 
ment and controls, and a typical 
proposal. 


Circle 331 on mailing card for details. 


Supplement to Fisher Catalog 

= ON THE THEORY that time is as 
precious as plutonium to chemists 
(metallurgists, pathologists, biolo- 
gists, physicists, too), the new Fish- 
er Catalog Supplement describes, in 
just over 100 pages, all of the instru- 
ments, apparatus, glassware, labora- 
tory furniture and accessories added 
to Fisher stocks since 1952 publica- 
tion of the major catalog. Drawings 
and photographs illustrate the de- 
scriptions, and the catalog supple- 
ment includes an alphabetical index 
for ready reference. 


Circle 332 on mailing card for details. 
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PURCHASING 
Continued from page 105 


tributing a full share to company 
policies and profits, as respected col- 
leagues on the management team. 

Of course, we would not want it 
any other way, for that is one of 
the goals toward which we have 
been striving. We don’t want the 
newcomer in purchasing to spend 
the first years of his apprenticeship 
in that struggle for recognition. The 
secret of progress, as Thomas Edison 
once remarked, is to start where the 
other fellow left off. But it is well 
for us to remind them, and to re- 
mind ourselves, that it has not al- 
ways been thus. For in so doing, we 
can better understand our responsi- 
bilities and our aims, and can better 
fit ourselves to keep on going for- 
ward — purposefully, intelligently, 
and effectively. ; 

One of the major factors in this 
advance has been the National As- 
sociation of Purchasing Agents. We 
have gone forward, not alone, as 
individuals, but as part of a strong, 
steady, and increasing current of 
collective progress. Many have con- 
tributed, in many different ways, to 
this movement, but all have gained 
from it far out of proportion to their 
own contributions. 


In one sense, we — the members 
— are the National Association. But 
it also has an entity of its own. The 
whole is greater than the sum of its 
parts. And far from the least of its 
attributes, which we as members 
share, is the fact that through its 
own splendid prestige in the man- 
agement community, it has awakened 
all business to look upon purchasing 
men in a new, favorable, expectant 
light. If our prestige rating has 
gone up, as it has, since Dr. Hatt 
made his now obsolete study, it is 
in large part a reflection of the 
prestige of N.A.P.A. 

Our code, the “Principles and 
Standards of Purchasing Practice” 
is frequently and _ superficially 
looked upon as a general statement 
of purchasing ethics. This is a part 
of it, but it is much more. It is a 
statement of policies, objectives, and 
responsibilities which we accept as 
our own when we make the simple 
affirmation with which it closes: 
“We subscribe to these standards.” 
When we make that promise — and 
it is a promise — we pledge our- 
selves to strive, to the best of our 
ability, to become better purchasing 
men — in our competence on the 
job, and in our relation to the com- 
panies we represent, to those with 


whom we deal, and to our fellow 
purchasing men. 

Among the things we promise, in 
the final section, is “To co-perate 
with all organizations and _ individ. 
uals engaged in activities designe 
to enhance the development and 
standing of purchasing.” I iriterpret 
that to mean that we should really 
work at our Association m:2mber- 
ship responsibilities as a basic, in- 
tegral part of our job. 

There are some purchasing agents 
who feel that they are toc old to 
gain further knowledge from the 
many fine educational programs 
presented at national and _ local 
levels. These men have my sym- 
pathy for their lives are lacking a 
priceless quality so essential to true 
contentment and happiness. 

In my prepurchasing days as an 
architect I spent countless hours in 
the great cathedrals and churches 
of Europe. Of the many I visited, 
St. Peter’s in Rome is one of the 
greatest. 

Michelangelo was _ seventy-two 
years of age when he was appointed 
chief architect of St. Peter’s, and 
commissioned to embellish it with 
his paintings and statues. For eight- 
een years he continued this work 
which made his fame as imperish- 
able as the church itself. 





America’s Foremost Line of Floor Machines 
Proved BEST For 
Hospital Floor Maintenance 


Unico Floor Machines are unmatched 


Models for hospital use. They give you clean- 
For Every er, more sanitary floors, in less time, 
Maintenance with less labor. Whether it's for large 


Need or small areas, polishing, waxing, wet 
scrubbing, carpet shampooing, vacu- 
uming, wet or dry pick-up, a Unico 
will do the job better, faster at lower 
cost. See your dealer for free dem- 
onstration, or send for details. 


12” to 24” 
Brush Sizes 








United Floor Machine Co., Inc. 
7717 South Chicago Ave., Chicago 19, Ill. 
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KOHLER Electric Plants 


|| for stand-by protection when 
central station power fails 

























In hospitals and sanitariums, 
Kohler Electric Plants take 
over critical loads automati- 
cally, insure uninterrupted use 
of operating rooms; nurses’ call 
bells; corridor, stairway and exit 
lights; iron lungs; heating 
systems; sterilizers; baby incu- 

: bators; X-rays; 
patients’ «leva- 
tors; ambulance 
entrances. In- 
stall before the 
emergency. 
Sizes, 1000 watts 
to 35 KW, zaso- 
line and Diesel. 
Write for ‘older 
H-16. 


Model 35R81, 35 KW, 120/208 volt AC. 
Remote starting. 











Kohler Co., Kohler, Wisconsin. Established 1873 


KOHLER or KOHLER | 


PLUMBING FIXTURES + HEATING EQUIPMENT 
ELECTRIC PLANTS » AIR-COOLED ENGINES + PRECISION CONTROLS 


HOSPITAL MANAGEMENT 














MAI 




















[ENT 

















When Michelangelo was complet- 
ing his work his eyesight began to 
fail and he had to be carried by his 
servants into the great halls and 
galleries where he had labored with 
such love and enthusiasm. He would 
run his hands over the statues and 
carvings, feeling out with his dex- 
trous fingers the details which his 
eyes could no longer see, and hav- 
ing done so, would smilingly exclaim 
“J still learn.” 


A moral to be taken from this 
stor’ is that man is never too old to 
lear::. But there is also a deeper 
mea>ing for all of us in the indica- 
tion that Michelangelo was happy 
in the realization that progress was 
still »head! 


What a difference from the old- 
line purchasing agent who lives in 
the past and defies improvements 
over the superiority of the yester- 
days! Some men arrive at the dead- 
line of knowledge at eighty, some at 
sixty, and unfortunately, quite a few 
at forty. Age alone has little to do 
with it. The deadline is reached 
when one no longer can smile as he 
compares his past performance with 
the prospect of further improvement, 


Our professional course is well 
charted, and our standing is secure. 
Yet in one respect it seems to me 





that we have not yet completely ar- 
rived. And it is an important aspect, 
too, for the future of purchasing de- 
pends upon our ability to attract 
into this field younger men and 
women who have the ability and 
enthusiasm to carry on, starting 
where we leave off. How many pur- 
chasing men have had revealed to 
them at the outset of their academic 
studies in high school or college, or 
even postgraduate work, a vision 
of what might be called the “pur- 
chasing sense?” How many men and 
women who have taken up purchas- 
ing as a career have been led to do 
so by an irresistible impulse, by the 
conviction that it afforded the one 
outlet for their talents? Most of us 
in purchasing have drifted, or been 
drafted, into this work. It has been 
a most haphazard, accidental sort 
of recruiting, and perhaps we have 
been luckier than we know to have 
come thus far under these circum- 
stances. 

Once inside the field, we have 
found it to be a responsible, signifi- 
cant, challenging career, with op- 
portunities unlimited. 

It is only within the last few years, 
largely through the efforts of our 
own Educational Committee, and 
sponsored by the Chicago Associa- 
tion, that a management course with 


a full major in purchasing was 
established at the Illinois Institute 
of Technology, giving direction in 
professional training with purchas- 
ing as a definite objective. That’s a 
good start. But it is high time that 
we make it our business to sell 
purchasing intensively as a career. 
We can do it in all good faith and 
with enthusiasm, for the opportuni- 
ty is here. 


All history is change, but in an 
earlier age the pace was leisurely. 
For hundreds of years the pattern 
of daily life repeated itself with only 
slow or unimportant changes. The 
degree of progress was comparable 
to a man walking — not breaking 
the sound barrier. There was time 
for adjustment, All this is changing 
and the transition is leaving us a 
little breathless. It is becoming quite 
evident that we cannot hide behind 
the complacency of yesterday’s, or 
even today’s, philosophy of purchas- 
ing. 


I am proud to be a purchasing 
man. For the sake of purchasing, 
and for business as a whole, as well 
as for the personal opportunities it 
offers, I should like to share that 
pride, and see a new awareness of 
the career possibilities in purchas- 
ing. 4 












these 





themselves in less than a year. 


You KNOW you'll save much more, using them for dressing carts, 
Medicine carts, instrument stands, laboratory carts, any work that 
- so start using LAKESIDE now! 


can be put on wheels . . 


MODEL 411 (right) SSG AA?  SMURE: 9 o's 6 28:0 oe aiken en $48.00 
MODEL 422 (center) T7YQRSs GUAGE: 06 6.6 bins cts eines $53.00 
MODEL 526 (left) 17%x27" Laboratory Cart ......... $59.00 


FOE Milwaukee, slightly higher in West. See your dealer or write today. 


LAKESIDE MFG. Inc. 
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¢ LAKESIDE 
i, STAINLESS STEEL. 
{ }s \ HEAVY DUTY CARTS 


Pay their 












Way! 


Save only 7 to 8 min- 
utes a day with Lake- 
side Heavy Duty Carts 
and they pay for 


IF PROPERTY CONTROL 
IS YOUR PROBLEM 


SERIALLY NUMBERED 
i 
\ Autographs 
WILL HELP YOU 


Thuee Wes! 


If unattractive, illegible, difficult-to-mount identificatiqn 
devices are causing your property control problems, it’s 
time to start usin 
Mount them pro 


Serially Numbered “AUTOGRAPHS”! 


ly “out-front” on your finest equipment! 
They're beautifully lithographed on lustrous Aluminum. 
Eliminate errors in recording! The easy-to-read numerals 
can be seen at a glance. Substantially reduce identification 
costs) Anyone can mount Serially Numbered “AUTO- 
GRAPHS” quickly, safely and permanently on almost any 
clean surface. Simply brush solvent on the adhesive backing 


and press into place. Presto, you’ve eliminated three major 


causes of property control inefficiency! 





1974 S. ALLIS STREET [ies 
MILWAUKEE 7, WIS. 


For more information, use postcard on page 119. 





| Write today for “try before 

buy” samples and Ts A LOT nc. 
| Property Control Procedure BOX 

| Pamphlet No. 262. 


The Teademuvdh of, Perfect properly control! 





979K 
MASON CITY, IOWA 
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Why Faucets Leak 


Faucet washers, when fastened with 
TOO LONG or SHORT screws — as in 
“9 out of 10” replacements by best me- 
chanics — quickly work loose, destroy 


themselves A Note Nylon plug — — locks 
a finds screws automatically 








34 years research 

Now, NEW Pat’d. 
“Sexauer” SELF- 
LOCK screws, 
with expanding 
NYLON PLUG 
imbedded’ in the 
threads, fasten 
and lock at correct 
depths AUTO- 
MATICALLY, 
hold faucet washer 
firmly. Made of 
rust and corrosion |j ” 
resisting Monel, }f 
heads won’t twist 
off, screw slots 
won’t distort; they 
can be used over and over. 

When installed with NEW Pat’d. 
“Sexauer” EASY-TITE faucet washers, 
this combination outlasts past faucet 
repairs “6 to 1”! 

EASY-TITES are made of super- 
tough, pliable duPont compound 
(neither rubber nor fibre) to withstand 
super-hot water and make tight even on 
worn, corroded seats. They are further 
reinforced with a vulcanized layer of 
Fiberglas to resist distortion and split- 
ting from shut-off squeeze. 

The hidden costs of faucet leaks! 
As authenticated by Hackensack, N. J. 
Water Co. and American Gas Associa- 
tion, stopping just ONE pin-hole 
(1/32") size leak can reduce water 
waste 8,000 gal. monthly. Stopping a 
hot water.faucet “drip” can result in 
water and fuel saving of over $7.58 
QUARTERLY—plus material and labor 
costs and costly fixture replacements! 

That’s why thousands of Government 
Agencies, Housing Projects, Hospitals, 
Colleges, Schools, Manufacturers, Ho- 
tels, Realties and Utilities — country 
wide—look to“SEXAUER?” Technicians 
skilled in plumbing maintenance know- 
how. They are trained to determine 
stock levels thru complete SURVEYS 
of actual fixtures in service and to in- 
stall stock systems that avoid over- 
stocking and shortages. 


NEW SELF-LOCK SCREWS and EASY- 
TITE faucet washers are just part of 
the “SEXAUER” line of over 3000 
TRIPLE-WEAR plumbing repair parts 
and Pat’d. precision tools. 

A “SEXAUER” Technician in your 
vicinity will make our NEW, 126 pg. 
Catalog H available and gladly consult 
with you regarding your plumbing 
maintenance problems without obliga- 
tion. Write today! 














jote Fibergias backing —— 
resists closing squeeze 











| J. A. Sexauer Mfg. Co., Inc. Dept. AF-36 
2503-05 Third Ave., New York 51, N. Y. 


Gentlemen: Please send me a copy of your | 


NEW, 126 page Catalog H. 


Company or Institution.......................ccsseccscssesesseees | 


! 
| 
| 
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COLOR 
Continued from page 41 


controlling window light in the aver- 
age patient room. It is imperative 
that we either provide Venetian 
blinds in the patient room or have 
draw draperies. The latter will draw 
across the window and block out 
nearly all light. And while it is es- 
sential to control bright daylight 
annoyance, being required to use 
draw drapes, and thereby have 
either too much or too little natural 
light, can be a most frustrating ex- 
perience for the patient. I recall an 
incident that illustrates this point 
effectively. 

Some months ago, I was having 


| a discussion with 4 Chicago architect 





about wide patient room windows. 
He assured me that such windows 
were definitely worth-while and de- 
sirable. Sometime later, the architect 
telephoned me and said, “I want 
you to know something. I just had 
occasion to visit my niece who is 
a patient in a hospital in upper New 
York State. She is in a one-story 
hospital and the winter day on 
which I visited was beautifully com- 
plete with a heavy snowfall on the 
ground and a bright sun in the sky. 
But, when I entered the room, my 


_ niece was sitting up in bed — wear- 
| ing dark glasses. Johnson, I immedi- 





ately thought of you and our prob- 
lem discussion on how to control 
natural light through wide patient 
room windows.” The answer, again, 
was Venetian blinds. 

Now, getting back to the idea of 
color itself, I sincerely recommend 
that when colors are selected for 
hospital decorations, that the ex- 
perienced decorator’s partiality for 
standard colors, as are routinely 
produced by paint manufacturers 
should be respected. All large paint 
manufacturers can provide a com- 
prehensive selection of beautiful 
colors. 


Choose Suitable Colors 


Every adult personality will have 
a liking for some particular color. 
However, it’s practical to try to 
paint a hospital in definite colors 
which will suit all patients and 
visitors. This is one reason why the 
experienced decorator will hold to 
the soft muted pastel shades. How- 
ever, when and if, “tailored” color 
specifications can be considered, the 
following may be used as an inter- 
esting and reasonably valid guide. 

The favorite color of the intellec- 
tuals, especially women who could 
come under the classification of re- 
formers or crusaders, is yellow. The 


124 For more information, use postcard on page 119. 


“do or die” personality, pushing 
ahead, will have a definite liking for 
red. Pink, of course, is definitely 
feminine. It’s the color of the junior 
leaguer who likes the country ¢lub 
and the things that are done there, 
Pink is refined and gracious. 

The “salt-of-the-earth” type of 
personality who is not excitible, 
who never jumps off the deep end, 
will have preference for brown 

What would we do without green? 
The personalities indicating a pref- 
erence for this color are the balance 
wheels of society. They uphold con- 
vention; they avoid argument, but 
keep our churches and schools go- 
ing. They invariably love to make 
and be guided by rules. 

Show me an introvert, and I 
think we’ll have an individual who 
prefers blue or blue tones. 


Purple has an exclusive dignity 
in its own right, but one who indi- 
cates a preference for this color 
could be putting on an act and have 
no real understanding of what life 
is all about. 


Have you ever had your back 
slapped with a hearty greeting by 
some good natured person? Here’s 
a personality that gets along with 
everybody and anybody and, believe 
it or not, their preference is orange. 


My point in citing these illustra- 
tions is to support the conviction 
that a committee never decorated 
anything well. What usually happens 
is that some strong personality will 
dominate and the committee will go 
along with his or her recommenda- 
tions. And since color selection by 
non-professionals is most often the 
reflection of an individual, strong 
personality, this personality most 
probably will not bear in mind that 
our hospital is a facility for the 
care of the sick. Also, needless to 
say, minus the strong personality, 
the hospital color scheme which re- 
flects all the personalities of all 
committee members could be an 
even more startling thing to see. 

Even after the most skillec and 
experienced decorator has done his 
best in a hospital, the hospital is not 
going to be “home like”. The foors 
will be hard; the beds will be high 
and narrow. A hospital is not 
“home” and no one can create a 
truly home-like atmosphere 
throughout a hospital. But a pro- 
fessional hospital decorator can ap- 
ply color in a way which will com- 
plement the hospital’s functions and 
purposes; in a way that mosi pa- 
tients, visitors and staff members 
will agree is the very essence of 
architectural compatibilty and func- 
tional beauty. ” 
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Good Things Happen, Too! 

§ THERE ARE MANY THINGS to be 
grateful for, but all too often only 
the gloomy and tragic news rates 
a banner headline. To correct this, 
here are some of the U.S.A.’s sun- 
nier statistics. 

e There are 162,922,000 Americans 
who are not members of the Com- 
munist Party. 

e At least 162,944,424 people have 
not been frightened by seeing flying 
saucers. 

e Some 37,011,460 couples will stay 
more or less happily married this 
year’. 

e Cn the average, there are 63,- 
868,000 people working to bring 
home the bacon. 

e 42,846,154 income tax returns for 
the year 1955 will be filed correctly. 


¢ Scheduled airlines safely carried 
passengers 18,902,134,841 miles in 
the U.S. and possessions this year. 


e The railroads safely carried pas- 
sengers 31,674,931,200 miles last 
year. 

@ Some 162,717,890 persons will not 
have died of cancer in 1955. 


e And 162,380,580 persons will be 
safe from fatal heart attacks. 


e About 620,000,000 acres of forest 
land will not be set on fire by care- 
less smokers and picnic-goers this 
year. 

e Approximately 33,293,000 children 
will sit at dinner tables every eve- 
ning and remind their parents that 
they really are learning something 
at school. 


® Most of the time 15,720,000 or- 
ganized workers are not on strike. 
P.S. There are 83 countries in the 
world that have not discovered the 
secret of the hydrogen bomb. 

Reprinted from “The Triangle’, 
publication of the Southern Baptist 
Hospital, New Orleans, La., De- 
cember, 1955. . 


Hospital Builds Addition 

® a $8,250,000, 13-story ADDITION 
to Baptist Memorial Hospital in 
Memphis, Tennessee, increases the 
hospital’s capacity to 800 beds, mak- 
ing it the largest private hospital in 
the area and the largest Baptist 
hospital in the world. 

Many new ideas in hospital con- 
struction and equipment have been 
incorporated into this ultra-modern 
building. These include reversible 
windows and especially designed 
food carts. The new building has 
been designed especially for in- 
crease! economy and efficiency. ® 
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if You Have Hypertension 
™ YOU CAN AVOID INVALIDISM and 
you can add years of usefulness to 
your life by faithfully following 
your doctor’s instructions. 
The following suggestions include 
points that most doctors emphasize: 
Walk-never run. 
If possible, rest when you begin 
to feel tired. 
Relax or nap twice a day. 
Eat four or five light meals in- 
stead of three heavier ones. 
Go easy on coffee and easy on 
tobacco; go easy on stimulants 
generally. 


If possible, quit work in time for 
an hour of sensible, light, out- 
door exercise. 

Go to bed well before midnight. 

Keep your weight normal. 

Argue and worry as little as you 

can. 

The general rule is moderation 
in everything. You may not have 
to abstain from anything except 
such excesses as staying up all night 
and pushing a stalled car to the gas 
station. 

Abstracted from Blue Print for 
Health, the Blue Cross and Blue 
Shield Health Digest. 2 








MISS PHOEBE 








“Surely you’ve seen other tourists 
come here in E & J chairs!” 


NO. 11 IN A SERIES 














Patients like to get out and rediscover the 
world in lightweight, easy-to-maneuver 
E &J chairs. As rugged as they are 
handsome, E & J chairs give many extra years 
of service—maintenance-free. Finger-tip folding 
and perfect balance mean easy 
handling for nurses, too. 


Specify EVEREST & JENNINGS chairs 





for your hospital 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE., LOS ANGELES 25, CALIF. 





For more information, use postcard on page 119. 125 











Classified Advertising 


Classified Advertisement Rates 75c per line, minimum charge $1.50. 





Cash with order. Figure all cap lines (maximum two) 33 letters and 
spaces per line; upper and lower case 40 per line. Add two lines for 
box number. Deadline for April issue is February 28. 











OUR 60th YEAR 


QWOODWARD. Keele! Bosonnel Bares 


wenn 


FORMERLY AZNOE'S 


Srd FLOOR, 185 N. WABASH AVENUE, CHICAGO 1, ILLINOIS 


Ann Woodward Director 





Sosamins fp the counrtling Sorwice ty the medical profession, 
4uwing medicine witte aLirtinction over hal a@ cantwry. 





POSITIONS OPEN 





ADMINISTRATORS: (a) Medical or non- 
medical; vol gen JCAH hosp 150 beds; lge 
city, univ med center; E. (b) Gen, vol hosp, 
375 beds; med schl "affiliated ; E. (c) Gen 
hosp fairly lge size operated under American 
auspices; South America. (d) Gen hosp, 
JCAH, 275 beds; one of most sought after 
localities in south; excellent winter resort 
town 100,000. (e) Gen hosp 100 beds, opened 
sev yrs; famous resort, tourist, univ city 
125,000; SW. (f) Man or woman; specialty 
hosp, 75 beds, now converting to gen hosp; 
univ town, warm climate. (g) Several units, 
300 beds; Calif. 


ADMINISTRATORS (Assistants) (h) Vol 
gen hosp, 140 beds planning 50 bed exten- 
sion; hosp adm course grad only; univ town; 
E. (i) Very lge hosp, several units; excellent 
for one seeking advancement; req’s degree 
(hosp adm) & sev yrs exper ; "New England. 
(j) Univ hosp Ige size; req’s good exper; in 
hospitals over 500 beds; $8500; Ige city; univ 
med center; 


ADMINISTRATORS (Woman): (a) R.N. 
or non-med; 70 bd crippled child hosp now 
converting to gen ped hsp; Ige univ & indus 
city; So. (b) R.N. or non-med; accred gen 
hosp 60 bds; well equipp’d; expan being 
planned ; lovely resort twn 15 ,000 ; N. England. 
(c) R.N.; 100 bd gen hosp affil impor lIge 
clin grp; female only; to $6600; ideal resort, 
educ ctr; Pac NW .N. or non-med; 40 
bd gen hosp to be built soon; Los Angeles 
area. (ce) R.N. or non-med; vol gen hosp 75 
bds; resid twn nr cole age D.C.; about 
$6000. (f) R.N. or non-med; 50 bd gen hosp 
opening soon; $8400; nr San Francisco. (g) 

.N. or non-med; gen hosp 60 bds; cons ex- 
pan being considered ; cty seat twn nr univ 
city; MW. 


ANESTHETISTS: (a) 2 req’d; M.D. anes 
on staff; gen hosp 150 bds; $6000; resort twn; 
Fla. (b) 2 req’d; active surg dept; vol gen 
hosp 100 bds; lovely twn 10,000; Pac NW. 
(c) New gen hosp 50 bds; excel facil; $550 
start, <9 to $600 in 6 mos; sm twn nr city 
75,000;MW. (d) 75 bd gen hosp; wk with 1 
other anes; $5400, full mtce; twn 10,000 nr 
lge univ city; SW. (e) Exp’d; fully apprv’d 
lge gen hosp; $500; univ city 500,000; 

(f) Vol gen hosp 100 bds; $6000; 1 of larger 
cities; Alaska. (g) 3 on anes staff ; no ob call 
req’d; 250 bd gen hosp; new, 500 bd hosp 
now being built; to $500; lovely med sized 
twn nr Rocky Mtns. 


DIETITIANS: (a) Chief; new, well equip’d 
dept; vol gen ae 150 bds; to $5000; not too 
far from NYC. (b) Lge psy hosp; dietary 
dept in new, modern bldg; to $5200; lovely 
sm twn; NW (c) Gen hosp 75 bds; also op- 
erate empl cafeteria serving 200 mls pr da; 
to $425; lovely twn 10,000; MW. (d) Chief; 
exp’d administrator qual assume challeng’g 
oppty; hsp expnd’g to 500 bds by next yr, will 
incl all new diet facil; min $4800; lge univ 
med ctr; MW. 


DIRECTOR OF NURSES: (a) Nurs serv 
only; degree & exp req’d; very lge gen hosp; 
to $8800; civil senvice exam req’d; sm twn nr 
lge univ med ctr; MidE. (b) Nurs serv & 
ed; 200 in nurs staff ; 60 stud in accred trng 
sch; gen hosp 300 bds ; to $7800; res suburb, 
univ med ctr; E. (c) "Nurs serv; duties incl 
in-serv trng; apprv’d gen hosp 150 bds; to 
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$6000; lovely capital city; NW. (d) Nurs serv 
only; vol gen hosp 200 bds; cosmopolitan 
twn 30,000; MW. (e) Nurs serv; ed dir also 
empl on equal basis; lge univ affil gen hosp; 
$7,000, full mtce; lge indus, univ & cultural 
ctr; S:Central. (f) Nurs serv; very Ige, private 
neuropsy hosp; outstand’g facil & equip; Ex- 
cel sal; N. England. (g) Nurs serv; 250 bd 
child hosp w/lge, active OPD; univ city; 
SE. (h) Nurs serv; & ed; qual ass’ts in both; 
gen hosp 350 bds; to $6000, full mtce; lge 
city; MidE. 


EXECUTIVE HOUSEKEEPERS (a) Must 
have broad exp & be qual assume total admin 
respon, very Ige med sch affil hosp system; 
pref w/trng industrial tech; $5000 up; resort; 
SW. (b) Full exec resp, new 400 bd hosp to 
be comp! late ’56; to $5400; lge capital city; 
So. (c) Also have chge, ldry operation; supv 
total 60 empl; 250 bd gen ~iggl affil impor 
med sch; lge univ & indus city; E. (d) Fully 
apprv’d, 250 bd gen hosp; med sch affil; Ige 
city; Pac NW. (e) Exp’d pref; apprv'd vol 
gen hosp 150 bds; res twn 20,000; E 


FACULTY POSTS: (a) Ed dir; well est, 
coll affil sch; 40 stud at present; apprv’d 150 
bd gen hosp; $6000 up; lovely lake — 
comm; MW; exceptional oppty. (b) Ed 

3-yr diploma prog now enrolls 125; pene 
shortly; 175 bd gen hosp; outstand’g med 
staff & facil; to $6000; coll twn 50,000; NW. 
(c) Ed dir; ‘for affil prog in TBc w/collegiats 
schs; 600 bd hosp; $5500; E. (d) Ed dir; 
apprv’d 200 bd gen hosp: 75 students; to 
$5000; lovely twn 25,000; MW. (e) Nurs 
arts instr; 400 bd gen hosp; bldg prog just 
compl; 150 stud, state acc sch; attrac twn 
50,000; MidE. (f) Sci instr; fully approv’d 250 
bd gen hosp; res & indus suburb lge univ 
med ctr; E. (g) Clin instr, med & surg; 400 
bd gen hosp affil impor med sch; lge city; So. 


SUPERVISORS: (a) OR; sm gen hosp, 
JCAH apprv’d; $4500; attrac sm twn; SW. 
(b) OB; 65- bd unit; 2 firs & delivery rm 
suite; some teach’g ‘coll affil sch; Ige gen 
hosp: E. (c) Ped; apprv’d 250 bd gen hosp; 
trng sch; lovely twn 15,000; SE. (d) OR; 
active surg serv; 6-rm suite ; staff of 15 in 
add’n to stud; 300 bd gen hosp; excel pers 
pol; twn 50,000; N. England. (e) OB; 35-bd 
univ; teach’g req'd; vol gen hosp 300 bds; 
$4200; resort twn nr NYC. 





POSITIONS OPEN 





SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 193; 
Chicago 2, Illinois 


ADMINISTRATORS: (a) Middle West. 
bed hospital. $7000-10,000. (b) Assistant 
rector. University Hospital rich in tradi: 

of medical education and research. 500 beds, 
$8500. (c) East. R.N. preferred, 50 bed 
pital. Present incumbent retiring afte: 
years with hospital. (d) South. 50 bed 
pital -— new. Located in town of 10,000 «'< 
to several large cities. (e) Assistant Adm nis. 
trator. Southwest. 400 bed hospital locate 
large medical center. Duties will include 
pervision of personnel department in add 

to other administrative duties. $6000 up 
Executive Secretary. Middle West. 
known medical group located in city of 

000. Prefer some experience in public ela. 
tions. This is an excellent opportunity with 
a real future. $8000. 


MEDICAL RECORDS LIBRARIAN: (a) 
Chief. South. 150 bed hospital in lovely scuth- 
ern town in resort area. 5 in department. 
$4000. (b) Chief. East. 250 bed hospital in 
city of 50,000. 3 in department. $4000. (c) 
East. 140 bed hospital in pleasant town of 
14,000 in agricultural area. Close to several 
large cities. $3600. (d) Chief. Middle West. 
275 bed hospital. 7 in department. $5400. (e) 
Chief. 350 bed hospital near San Francisco. 
2 assistants and 2 medical stenographers in 
department. $4800. (f) Chief. Middle West. 
150 bed heonstal in town of 20,000. 7 in de- 
partment. $540 


aaainittieti: (a) Chief. East. 500 bed 
hospital. 5 in dept; 2 registered pharmacists 
and 2 pharmacy assistants. $6000. (b) South. 
30 bed general hospital, fully approved in 
city of 400,000. $5000. (c) Chief. Southwest. 
100 bed hospital affiliated with university. 
Pharmacy to be enlarged; one assistant now. 
$5000. (d) Assistant. South, 300 bed hospital 
in city of 70,000. $5000. (e) Assistant. East. 
Large hospital ; 10 employees in pharmacy. 
$4800. (f) Assistant. Middle West. 350 bed 
hospital, fully approved. Located in pleasant 
suburb of Chicago. $5400. 





Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: 185 bed hospital, Cali- 
fornia. (b) Modern 60 bed hospital, Indiana. 
(b) 45 bed hospital, Wisconsin. (c) 45 bed 
hospital era (d) 50 bed hospital, Penn- 
sylvania. (e) R.N. New 35 bed hospital, mid- 
west. 


BUSINESS MANAGER: Office Management 
experience. 140 bed hospital, Pennsylvania. 
(b) 140 bed hospital, Maryland. (c) 100 bed 
hospital. New York State. (d) 320 bed Con- 
necticut hospital. 


PURCHASING AGENT: 500 bed mid-west- 
ern hospital. (b) 450 bed hospital, east. (c) 
300 bed Pennsylvania hospital. 


DIRECTORS OF NURSING: Directors, 
Nursing Service; Educational Directors; In- 
structors. East, ‘mid- -west; south; northwest; 
west coast. 


EXECUTIVE HOUSEKEEPER: Large 
teaching center; southwest. (b) 30\) bed 
modern hospital, mid-west. (c) 200 bed Ohio 
hospital. (d) 250 bed New Jersey hospital. 
(e) 175 bed southern hospital. 


RECORD LIBRARIANS: $400. (b) Dieti- 
tians; $500. (c) Anaesthetists. $500. (d) 
Technicians: Laboratory; X-ray. $409. (e) 
Pharmacists. 


— 





POSITIONS WANTED 





ADMINISTRATOR: Medical: 3 years, di- 
rector, TBc hospital, 400 beds; desires ad- 
ministrative duties only, preferably in East. 


ADMINISTRATOR: 3 years, director, 300 
bed hospital; 3 years, director, general hospital 
375 beds; Member, ACHA. 


ANESTHESIOLOGIST: 5 years, chief, hos- 
pitals 250 beds; references unite in highest 
recommendations; any locality except hot 
climate. 


PATHOLOGIST: Diplomate, Pathologic An- 
atomy, Clinical Pathology; several years, dir, 
dept of path, gen’l hosp 300 beds; seeks con- 
nection anywhere on Gulf of Mexico or Calif. 


RADIOLOGIST: Diplomate, Diagnostic & 
Therapy; 3 yrs, successful priv pract, radi- 
ology and director, rad, general hospital 125 
beds; seeks larger hosp, preferably with tch’g, 
any locality but prefers East; age 32. 


FOOD SERVICE MANAGER: 600 be.' gen- 
eral hospital in East serving 2500 meais per 
day. Requires experienced food service man- 
ager. Completely new physical plant not 
yet opened. College degree preferable ‘ough 
not required. Department staff includes mini- 
mum of three therapeutic dietitians. %alary 
open, dependent on qualifications a ex: 
perience. Exccllent yeh nd for a to:; man. 
Write Box C-2, HOSPITAL MA‘ AGE. 
MENT, 105 W. Adams St., Chicago 3, IIl. 


— 





DIETITIAN: Chief ADA member. %8-bed 
general hospital fully approved. Hospital lo- 
cated in year around resort area. Good work- 
ing conditions. Excellent personnel ;») icles. 
Salary open. Contact M. T. Mustian, -\:lmin- 
istrator, Memorial Hospital, Bay (cunty, 
Panama City, Florida. 


—< 





ANESTHETIST: Nurse Anesthetist jor 88 

bed general hospital fully approved. Good 

working conditions. Hospital located in year 

around resort area. Excellent personne! pol- 

icies. Salary open. Contact M. T. Mustian, 

Langs eerie! Memorial Hospital, Bay Coun- 
, Panama City, Florida. 
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POSITIONS OPEN 


MISCELLANEOUS 





ZINSER PERSONNEL SERVICE 
Anne V. Zinser, Director 
Suite 1004 — 79 W. Monroe 
Chicago 2, Illinois 

We have splendid openings for Directors of 
Nurses, Instructors, Supervisors, Dietitians, 
Medical Technicians, Staff Nurses. If you 
are looking for a position, write us. 


ASSISTANT DIRECTOR OF NURSING 
AND EDUCATION: For school of nursing 
with enrollment of 70 students. Affiliated with 
Jocal college. Bachelor’s degree and experience 
in either teaching or nursing administration 
required. Salary determined by qualifications. 
Apply Director of Nursing, San Jose Hospital, 
San Jo-e, California. 


OPENING NEW ADDITION—Need Regis- 
tered Surgical Anesthetist, ASCP Lab Tech- 
nician, Operating Room Nurses, OB Super- 
visors, OB Nurses, Medical Nurses, Nurse 
Supervivors. Nursery Supervisor, Director of 
Nursinz Education. Salary open. 210 bed hos- 
pital, \=ry good personnel policies. City of 
over (',000. Write Personnel Department, 
Sioux “alley Hospital, Sioux Falls, South 
Dakota 


MEDICAL RECORDS LIBRARIANS— 
Basic nowledge modern medical records, 
methods and techniques. Must be registered. 
New spitals in Kentucky, Virginia and 
West *irginia. Good personnel policies, in- 
cluding forty hour work week. four week 
paid cation, non-contributory retirement 
plan. icase send applications to Mr. Philip 
J. Olin, Miners Memorial Hospital Associa- 


tion, 1/27 “I” Street, N.W. Washington 5, 
Tee Oy 














OPERATING ROOM NURSES: Immediate 
appointnents. 511-Bed newly enlarged and 
finely equipped hospital. ‘Ten operating rooms 
now completed. Northeastern Ohio stable “All 
American City” of 120,000. In center of area 
of recreational, industrial and educational 
friendly activities. Living cost reasonable. 
Within pleasant driving-distance advantages 
of metropolitan Cleveland and Columbus, 
Ohio and Pittsburgh, Pennsylvania, Friendly 
and considerate working associates and con- 
ditions. Progressively advanced personnel 
policies. Starting salary $240.00 per month 
with four merit increases. Paid vacation, sick 
leave, recognized holidays, premium pay, sick- 
ness insurance and hospitalization program, 
retirement. Contact Director of Tersonnel, 
Aultman Hospital, Canton, Ohio by letter or 
collect telephone 4-5673. 


REGISTERED STAFF NURSES: Immediate 
appointments. 511-Bed newly enlarged and 
finely equipped general hospital. Duty assign- 
ments in medical, surgical pediatrics, psychi- 
atric, obstetrics or contagion units, North- 
eastern Ohio stable “All American City” of 
120,000. In center of area of recreational, 
industrial and educational friendly activities. 
Living costs reasonable. Within pleasant 
driving-distance advantages of metropolitan 
Cleveland and Columbus, Ohio, and Pittsburgh, 
Pennsylvania. Friendly, cooperative work re- 
lations and conditions. Progressively advanced 
personnel policies. Starting salary $240.00 per 
month with four merit increases. Paid vaca- 
tion, sick leave, recognized holidays, premium 
pay, sickness insurance and _ hospitalization 
rogram, retirement. Contact Director of 
ersonnel, Aultman Hospital, Canton, Ohio 
by letter or collect telephone 4-5673. 








POSITIONS WANTED 


Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: Masters Degree, Hos- 
pital Administration, western university. 3 
years Assistant Administrator, 200 bed hos- 
pital, Ohio. 
ADMINISTRATOR: Administrative Intern- 
ship, 250 bed hospital, Pennsylvania, 7 years 
Superintendent, 150 bed hospital. Excellent 
tecord, 
EXECUTIVE HOUSEKEEPER: Course in 
ousekeeping, Cornell University. 5 years 
experience, 500 bed hospital; 2 years, 275 
hospital, east. 
COMPTROLLER: Graduate Ohio State Uni-. 
Versity. years Credit manager; 4 years 
Chief’ Accountant, 500 bed hospital. Desires 
change. 
ASSISTANT ADMINISTRATOR: B. S. De- 
Sree, soutiern university. 3 years Administra- 
tive Assistant—Personnel Officer. Member, 
A.C.H.A 
PHARM 4 CIST: 3 years experience. Intern- 
stip in l“rge teaching hospital. Any location. 
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ATTENTION MANUFACTURERS: Young 
sales manager, 11 yrs. selling to physicians, 
surgeons, hospitals, strong contacts with medi- 
cal supply dealers, has formed own company 
as manufacturers’ agent. Good references, 
bondable, financially sound, seeks product or 
service for Michigan. Write Box C-3, HOS- 
PITAL MANAGEMENT, 105 W. Adams St., 
Chicago 3, Ill 


Temporary ParsomnelAvailable 


Administrative personnel well-qualified in all phases of 
Hospital Management to serve as temporary staff during 
organizational or recruiting period. Available for interim 
assignments at all times upon request. 


F. A. BAIRD ASSOCIATES LTD. 
Management Consultants 


Chicago 11, Ill. Toronto 5, Ontario New York 1 
612 N. Mich. Ave. 299 Davenport Rd. 254 W. 31 St. 








emelaatl y- wile) 7\e 
THERAPY INSTRUCTORS 


144 PAGE 
CATALOG 


“EVERYTHING FOR THE ARTIST” 
Write for your copy on your hos- 
pital or professional letterhead. 

Mail to 
Dept. HM-3 


o 
AKTEIST SUPPLY CO. 


6408 WOODWARD AVE 
DETROIT 2, MICH 


pit? BED HIGH 
i MMODE 


DESIGNED FOR 
COMFORT AND 
CONVENIENCE 


The new Komfort Bed 
High Commode is a 
necessity in every hos- 
pital, convalescent 
home, clinic (or in the 
home), where patient 
is confronted with an 
unpleasant bed-pan 
problem 

Not only is the well- 
being of the patient 
greatly benefited, but 
the efficiency of the 
attendant is immeas- 
urably improved 


This new concept in commodes offers the 
ultimate in convenience and safety for the 
patient. For the attendant it means labor 
saving and greatly improved sanitation. 
It is so designed that the patient needs little 
if any help in positioning himself onto the 
commode. A locking device holds the com- 
mode to the bed firmly, making it impos- 
sible to topple. A self-adjusting back rest, 
anarm rest and a foot rest of standard toilet 
height (distance from seat), all tend to give 
the patient a genuine sense of security. 
An outstanding feature is the new container 
which is placed into the seat from above 
and is flanged to fit the seat perfectly. A 
friction fitted lid facilitates the removal 
of the container for disposal 

Please Write For 

Further Information 
= 

P.O. Box 4098-B, 

VALLEY VILLAGE 





NORTH HOLLYWOOD, CALIFORNIA 














“Gentlemen: 
Please send me... 


tisers. 


you have requested. 





It isn’t necessary to write an individual letter for every 
booklet or brochure mentioned in the editorial and adver- 
tising pages of this issue. 


By using the Readers’ Service Literature Page in this 
magazine, you can join the many readers who regularly ask 
for and receive the publications distributed by our adver- 


The Readers’ Service Page is easy to locate in this issue 
and easy to use. It’s printed on heavy colored paper. All 
you do is circle the items you want, fill in the free reply 
card and mail. Before long you will receive the literature 


Take advantage of this free service without further de- 
lay. Turn to the Readers’ Service Page now. 


A Service of HOSPITAL MANAGEMENT 


105 West Adams Street, Chicago 3 





For more information, use postcard on page 119. 














Where Electricity 
Must Not Fail! 


SPECIFY ONAN 


STANDBY 
ELECTRIC PLANTS 


Onan_ engine-driven standby 
electric plants supply emergency 
electricity for lighting corridors, 
wards, operating rooms, delivery 
rooms, receiving rooms and other 
critical areas; provide power for 
operating heating systems, venti- 
lators, elevators, X-ray machines, 
oxygen tents, aspirators and other 
vital electrical equipment. 

With an Onan Standby Electric 
Plant, your hospital is assured of 
electric power at all times... for 
all essential requirements, safe- 
guarding patients and personnel. 
Operation is automatic. When 
highline power is interrupted, au- 
tomatic controls start the plant 
and transfer the load. When power 
is restored, the Onan unit stops 
automatically. 


Model 15HQ 
15,000 watts 
SIZES AND MODELS FOR EVERY NEED 


® Air-cooled: 1,000 to 10,000 watts 
® Water-cooled: 10,000 to 50,000 watts 
Available unhoused or with steel housing as shown. 


Write for Standby Folder 


Describes scores of standby models with come 
plete engineering specifications and information 
on installation. 


ELECTRIC PLANTS 


D.W. ONAN & SONS INC. 


3156 University Ave. $.E. © Minneapolis 14, Minn. 





ARCHITECTURAL THERAPY 
Continued from page 49 


stitutions. In addition, this kind of 
planning effects a reduction of about 
fifteen percent in circulation space 
with of course a comparable saving 
in construction cost. 


Centralization An Asset 


Finally, what does this mean in 
terms of the patient? We have cre- 
ated a compact core for all the 
service facilities. Aside from the 
indirect benefits inherent in in- 
creased efficiency, how will this help 
us attain our objective, bringing the 
patient and landscape together? In 
itself it does not. The nursing units 
can still be piled in a tower on 
top of the service core base that 
is either on or below grade. But an 
alternate solution is possible; they 
can be radiated in low units that are 
closely connected to the central 
core. If this would seem to increase 
walking distances inordinately, stud- 
ies show this not to be the case. The 
distance from any given bed to any 
given service, medical or ancillary, 
is increased, but only about fifteen 
percent. This is more than offset by 
the tremendous reduction in the 
use of elevator service with its in- 
herent delays and annoyances. Of 
course some additional land may be 
required, but if a multi-storied 
scheme is given really adequate 
open space for light and air, the 
low-storied scheme will require 
surprisingly little more. 

One last aspect of the solution 
should be considered: Is this pri- 
marily a California or warm-weath- 
er solution? It cannot be denied 
that the exigencies of extreme tem- 
peratures will require some modi- 
fications in planning, but I believe 
that the advantages resulting from 
increased efficiency of operation and 
particularly from improved patient 
attitudes will more than offset any 
increased cost. Where the weather 
is temperate, the psychological ef- 
fect of gardens and trees is prob- 
ably the only therapy that the pa- 
tient receives that costs him noth- 
ing! a 





Hospital Employee’s Meals 

and Lodging 

® THE VALUE OF FOOD and lodging 
furnished to a hospital employee as 
part of his compensation is held to 
be includible in his gross income, 
notwithstanding the fact that the 
items were furnished for the con- 
venience of the employer. (Robert- 
son, T. C., p 7786 (M).) e 


128 For more information, use postcard on page 119. 





FOOD MIXERS ® 
Offer You All Thege 
Advantages : 

* 


Type UN! 
12 quart 
Bench 
Model 


(also available in 
Floor Model) 


Sturdy Construction 
Longer Life 

Tilted Bowl 

Single lever, one hand 
control 

Speed changes without 
stopping 

tok} ma roMel(-Yolp 

Unusual Power 


Type “‘N’” 
20 quart 
Floor 
Model 


(also available in 
Bench Model) 


Other Triumph Mixé 


AE alvin lamemolXoMmmtellUhiclaitlc. imme 
complete line of larger mixers 


to fit every requirement. 


Triumph Accessorie 


7 #: 
Available for all Triumph miters 
; i 
include meat grinder, vegetable 
slicer, juice extractor, etc 


Write for Information 


€ J MANUFACTURING 
COMPANY 
3400 SPRING GROVE AVE. 
CINCINNATI! 25. OHIO 


HOSPITAL MANAGEMENT 





WHO'S WHO 
Continued from page 70 


Stover, Witt1am P.—Resigned as 
Superintendent of Manchester Me- 
morial Hospital in Manchester, 
Conn. 


SrancLE, Dan—See Dotsk1 notice. 
SrreLE, C. N.—See Fancvuy notice. 


STEELE, Harotp J.—See NIGHTIN- 
GALE notice. 


SwaceL, Mrs. Davi~n—See Dotsk1 


notice. 


TayLor, RutH—Appointed adminis- 
trator of Chilton Memorial Hospital 
in Mississippi. She was formerly 
administrator of the Memorial Hos- 
pital in North Conway, N. H. 


Tempy, Mase, K.—See Do.sk1 no- 
tice. 


TROLLINGER, ARVIN E. Dr.—Named 
manager of the Veterans Adminis- 
tration Hospital in Lyons, New Jer- 
sey. He was formerly manager of 
the VA Hospital in Marion, Ind. 


Trotter, Harry A.—Elected presi- 
dent of the board of Clara Maass 
Memorial Hospital in Newark, N.J. 
TROTTER is vice-president of the 
Firemen’s Insurance Co. Other of- 
fiers include _ vice-presidents, 
Kart J. Otson and Joun F. Kippe; 
treasurer, Cart W. SCHUMACHER; 
secretaries Rev. ARTHUR HERBERT, 
Rev. B. D. Tuny and Rev. Jonn R. 
Weber and ALBIN H. OLBERG. 


Tuny, B. D. Rev.—See Trotrer no- 
tice. 


VANDERBLOEMEN, Leo—See Dot.skI 
notice. 


Warinc, Evivor—See Bates notice. 


Warner, Estetta Forp Dr.—Retired 
from her position as chief of the 
program development branch of the 
Division of International Health 
in Washington, D.C. She was the 

woman ever to be commis- 
sioned in the Public Health Service. 
She was formerly in private prac- 
tice in Portland, Ore. 


Warner, RicHarp G.—Appointed as- 
sistant managing director of the 
New Britain General Hospital in 
Connecticut. 


MARCH, 1956 


WEBER, JOHN R. REv.—See TROTTER 
notice. 
WELLS, BertHa—See Ropcers no- 
tice. 


Wiccs, W. N.—See WILLIAMS no- 
tice. 


Witutiams, James—Named adminis- 
trator of the new Tillman County 
Hospital in Frederick, Okla. 


Witks, Earte S.—Resigned as ad- 
ministrator of Adams County Hos- 
pital, in West Union, Ohio, to as- 
sume the same position in the 
development of the McCullough- 
Hyde Memorial Hospital, Oxford, 
Ohio, which is under construction. 
Rosert L. Lawwitt, will replace 
him. 


SUPPLIERS 
ABELOV, 
notice. 


STEPHEN—See SAUNDERS 


CuasE, THomMas—Appointed Sales 
Representative in the states of 
Washington and Oregon for the 
Angelica Uniform Company in St. 
Louis, Mo. 


S. Abelov T. Chase 
Dopp, StaNLEY P.—Appointed tech- 
nical director of the Chicago Ap- 
paratus Company which is located 
in Chicago, Illinois. He was former- 
ly with McKesson & Robbins in 
Birmingham, Ala. 


NaJaRIAN, RatpH—Appointed head 
of the domestic advertising Depart- 
ment of Schering Corporation’s ad- 
vertising division with the title of 
advertising manager. 


PEARLMAN, WILLIAM—Joined staff 
of National Bureau of Standards in 
the Nucleonic Instrumentation Sec- 
tion. For five years prior to joining 
this staff, PEARLMAN was an elec- 
tronic engineer with the U.S. Naval 
Ordnance Laboratory. 


SAUNDERS, BERNARD H.—Appointed 
sales manager of the Central Re- 
gion, headquarters in St. Louis, for 
the Angelica Uniform Company. 


Other appointments by the com- 
pany include STEPHEN ABELOv, who 
was transferred from the Eastern 
Region to Los Angeles as sales 
manager of the Western Region. 
NaTHAN SCHULMAN, who continues 
as sales manager of the Eastern Re- 
gion, with offices in New York; and 
Mauric—E SYLVAN, who remains in 
Chicago as sales manager of the 
North Central Region. 


N. Schulman B. H. Saunders 
ScHULMAN, NATHAN—See SAUNDERS 
notice. 

SAUNDERS 


Sy.tvan, Maurice—See 


notice. 


W. Pearlman 


S. P. Dodd 


DEATHS 

ALLEN, WILMER M. Dr.—61 years 
old, died at Memorial Hospital, 
Chapel Hill, N.C. ALLEN was former 
director of Hartford Hospital and 
former president of American Col- 
lege of Hospital Administrators. 


Braskamp, Dick L.—62 years old, 
died on December 18 in the Alham- 
bra Community Hospital in Cali- 
fornia. He had been administrator 
there for over twenty-one years. 


HERNDON, SypDNEY Lewis Dr.—62 
years old, dies of cancer in the 
tumor clinic of St. Michaels Hos- 
pital in Newark, N.J. of which he 
was the founder. 


THORNTON, LAwRENCE C.—50, re- 
cently administrator of the Cape 
Fear Valley Hospital at Fayetteville, 
N. C., and for 11 years prior to that 
administrator of Rex Hospital, 
Raleigh, N. C., died of a heart at- 
tack on December 10. 
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PHARMACY 
Continued from page 86 


needle took an average of 13.47 
seconds for morphine and meperi- 
dine but it took an average of 20.65 
seconds to disassemble and rinse a 
syringe and needle after giving an 
injection of antibiotic. Recording 
the administration of the medica- 
tion in the patient’s chart and in 
other hospital records required 
68.74 seconds for morphine and 
meperidine and 22.94 seconds for an 
injectable antibiotic. The time spent 
by the nurse going to and from 
nursing station and patients aver- 
aged 46.83 seconds for morphine 
and meperidine and 33.71 seconds 
for injectable antibiotic. Totalling 
these figures, it is seen that a nurse 
spent an average of 301.95 seconds 
of her time engaged in the various 
activities related to the administra- 
tion of a single dose of morphine, 
264.98 seconds for a dose of meperi- 
dine, and 211.74 seconds for a dose 
of injectable antibiotic. Applying 
the average rate of nurses pay per 
second of $.000504, it is found that 
the cost of nursing service per- 
sonnel time is $.152183 per dose of 
morphine, $.133550 per dose of me- 
peridine, and $.106717 per dose of 


injectable antibiotic. Adding other 
nursing costs in connection with 
requisitioning and storage of mate- 
rials of $.003088 for morphine and 
meperidine and $.003844 for inject- 
able antibiotic, the calculated total 
nursing cost per injection becomes 
$.155271 for morphine, $.136638 for 
meperidine, and $.110561 for inject- 
able antibiotic. 


Central Sterile Supply Unit 


The study covered operations in 
the central sterile supply unit with 
respect to processing syringes, 
needles, and pans for sterilization 
and future use. These operations 
cover the washing of syringes, 
needles, and pans; the sharpening 
of needles and the preparation of 
pans containing eighteen 2 ml two- 
piece glass syringes, one dozen 20 
gauge and one dozen 24 gauge 
needles for sterilization and storage. 
From records maintained by the 
head nurse of the central sterile 
supply unit, it was ascertained that 
a syringe is used an average of 73 
times and a needle 45 times before 
replacement. The records also indi- 
cate that an average of 75 syringes 
and 192 needles are replaced each 
month. 





EASTER SEALS 
erty fa 


HELP GRIPPLED CHILDRER 


See Schedule III for elapsed time 
in seconds and the cost of each 
operation involved. Central sterile 
supply room costs are totalled at 
$.047343 per dose for each of the 
three types of medication studied. 


Pharmacy 


In order to determine pharmacy 
costs applicable to injections, a 
study was made of the time spent 
by pharmacy personnel in two 
functions: first, acquiring and han- 
dling the drugs; and second, in the 
filling of drug requisitions for nurs- 
ing stations. For each of these func- 
tions, the additional time required 
for handling narcotics has been in- 
cluded where applicable. Such costs 
were allocated to the injections on 
the following basis: 

1. Acquisition and handling costs, 

incurred monthly, were allo- 
cated on the basis of the aver- 
age number of doses per 
month dispensed by the phar- 
macy. From pharmacy records, 
it was determined that during 
the first quarter of 1955, the 
monthly average doses dis- 
pensed were as follows: 

Morphine 898 

Meperidine 360 

Injectable 

antibiotics 700 

. The cost of filling drug requi- 
sitions for nursing stations was 
allocated on the basis of the 
normal or average number of 
doses of medications requisi- 
tioned as follows: 

Morphine 20 doses to the single 

requisition 

Meperidine 20 doses to the single 

requisition 

Injectable 

antibiotics 15 doses to the single 
requisition 

Schedule IV presents the time 
and cost data involved in this area. 
Pharmacy costs per injection may 
be summarized as_ $.009414 for 
morphine, $.008452 for meperidine, 
and $.002997 for injectable antibiot- 
. ® 
ic. 


To Drill Water Well 

™ AS AN ECONOMY MOVE, the Vet- 
erans Hospital in Albuquerque, 
N.M. will drill a water well to pro- 
vide the water supply for the big 
hospital system. 

In the past year the hospital has 
used more than 47 million gallons 
of water. During the preceding six 
winter months, more than 29 million 
gallons were used. 
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DOORS WILL BE OPEN 
Continued from page 53 


Visitors may be served in a snack 
bar adjoining the lobby. 

The entire Fiftieth St. side of the 
second floor was set aside for an 
obstetrical suite, with labor and 
anesthesia rooms and 48 bassinet 
nursery. 

Over obstetrics, on the third floor, 
is the air-conditioned surgical suite. 

All operating rooms are served 
by a central sterilizing department, 
an adjunct of surgery on the third 
floor. 





BUILDING SERVICE 
Continued from page 104 


plugged in to a regular convenience 
outlet for trickle charging. 


Generators cover a wide field of 
application with respect to prime 
movers. While operating cost and 
the availability of fuel are factors 
to be considered in selecting the 
type of unit, economy of operation 
is usually less important than the 
installed cost because of the ex- 
pected small amount of running 
time. This reasoning would not hold 
true for a generating unit where it 
is planned to operate the unit most 
of the time for producing an ap- 
preciable part of the normal power 
for the hospital. In such a case the 
operating cost would be of more 
importance than the first cost. 


For emergency service only, gas 
or gasoline engine generators are 
most commonly used for capacities 
up to about 15kw. For capacities 
more than 15kw, diesel engine gen- 
erators are the most common choice. 
Steam turbine generating units are 
currently available in capacities of 
10kw and up, but are seldom used 
as emergency generators in hospi- 
tals except where they are used to 
generate an appreciable part of the 
hospital load or where the exhaust 
steam is recovered for other pur- 
poses, 


A second utility service from a 
Separate generating plant is gener- 
ally more dependable than automa- 
tic starting of an internal combus- 
tion engine which has remained 
idle for several days. However, an 
emergency generating unit on the 
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Another departure in hospital de- 
sign is the hermetically sealed ob- 
servation room overlooking one of 
the major operating rooms. Con- 
cealed microphones connect with 
loud speakers in the room, allowing 
the surgeons to describe operations 
as performed. 

X-ray therapy and viewing rooms 
and related laboratories — occupy 
the entire west wing of the fourth 
floor. 

Exterior materials were chosen 
with an eye to maintenance. Red 


and buff brick was used throughout. 


Mercy-Douglass is connected with 
two electric stations. If power from 
one is disrupted, an automatic 
throw-over switch cuts in the other. 
A gasoline-powered generator takes 
over immediately should both pri- 
mary power sources fail. 


Spectacular fruit of an_ idea 
planted back in the horsedrawn am- 
bulance era, the new Mercy- 
ouglass represents a dream almost 
fulfilled. 
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hospital site has important advan- 
tages over the second utility service 
and is more desirable in view of 
disasters or possible enemy action. 


Characteristics 

Voltage and frequency character- 
istics of the emergency system 
should be suitable for operating 
lights or equipment normally ener- 
gized by the local utility service. 
Incandescent filament lamps operate 
satisfactorily on either a.c. or d.c. 
interchangeably. Electric discharge 
lamps such as fluorescent, mercury, 
and sodium lamps, and ordinary mo- 
tors do not operate satisfactorily 
except on the type of current for 
which they were designed. 


Capacity 

Where only a small portion of the 
hospital is to be served by the 
emergency system the load factor 
for the system is assumed to be 100 
percent. If essentially all of the hos- 
pital facilities are to be served by 
the emergency system, a load fac- 
tor of somewhat less than 100 per- 
cent may be applied. 


Arrangement of Wiring 


Wiring Methods 

Wiring intended to be energized 
only from the emergency source 
should be kept independent from all 
other wiring and should not enter 
the same fixture, raceway, box or 
cabinet except as necessary for con- 
trol wiring. This does not preclude 
use of the same wiring or fixtures 
on the load side of the transfer 
switch from being energized suc- 
cessively from both the normal and 
the emergency sources. 

Where a minimum capacity of 
emergency power is provided, con- 
sideration should be given to the 
arrangement of sub-feeders and 
branch circuits so that additional 
emergency service may be conven- 
iently connected.-Use of a portable 
generating unit in such cases is prac- 
ticable. 

Wiring in operating and delivery 
rooms should be ungrounded as a 
protection against electric shock. 
Two-pole switches are required for 
lighting circuits in these areas be- 
cause control of each and every 
conductor of such ungrounded sys- 
tems is required. Figures 1, 2 and 
3 illustrate schemes for connecting 
emergency service with relation to 
the regular or normal service. 

For maximum lighting benefits 
from a limited amount of emergency 
power, circuits may be arranged 
so that in most areas, and particu- 
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larly in corridors, only a few of 
the fixtures may be energized from 
the emergency source. 


Automatic Switching Equipment 

The emergency electrical system 
should be so arranged that in the 
event of interruption of the normal 
service, the emergency system will 
be automatically placed in opera- 
tion. 

The automatic switching equip- 
ment should be of a type and so in- 
terlocked as not to permit both 
normal and emergency services be- 
ing connected together through any 
operation of the automatic switch- 
ing equipment. 

The operation of the automatic 
switch should be such as to serve 
the load from the normal power 
service except during the interval 
normal service is interrupted. When 
there is an interruption of the nor- 
mal service, the automatic switch 
should disconnect the load from the 
normal power service and connect it 
to the emergency service. 


Maintenance 


Responsibility 

It is highly desirable that the 
emergency electrical system, includ- 
ing its appurtenent parts, be so 
maintained as to be capable of sup- 
plying service within the shortest 
time practicable. 

While there is no line of authori- 
ty between the design engineer and 
the maintenance people, the design 
engineer can greatly influence prop- 
er maintenance by specifying the 
most dependable equipment of its 
kind and by locating the equipment 
as to be conveniently accessible. 


Storage Batteries 

Storage batteries used for emer- 
gency lighting or for starting of 
emergency generating units should 
be inspected at regular scheduled 
intervals and at other times as 
deemed necessary. Scheduled 
monthly inspections are suggested. 
Recommendations of the battery 
manufacturer as to the type of in- 
spection and the maintenance indi- 
cated thereby should be followed. 


Engine Driven Generators 

Internal combustion engine driv- 
en generators arranged for automat- 
ic starting should be inspected and 
test operated at least weekly. 


Conclusions 


An emergency power system 
should be a “must” in every hospital 


or treatment facility where beds are 
provided for patients. 

There should be no appreciable 
interruption of lighting in operating 
and delivery rooms. Batteries are 
capable of supplying lighting im- 
mediately but they can supply 
energy for only a limited time. Gen- 
erating units are not so limited as 
to supply energy. The period of time 
required for generator starting js 
usually only a few seconds. How- 
ever, that time might be too long if 
it occurred in the midst of a critical 
surgical procedure. A system com- 
bining a storage battery and a gen- 
erator will overcome these objec- 
tions. Where a choice has to be made 
between a generator and a storage 
battery, the generator is preferable. 
Two utility services entering the 
hospital over widely separated 
routes from separate generating 
plants, provide adequate and de- 
pendable emergency service under 
most conditions. However, in loca- 
tions where storms or severe weath- 
er conditions are prevalent or where 
civil defense is an important con- 
sideration, a source of emergency 
power on the hospital site is desir- 
able even in addition to the two 
utility services. 

In the design of an emergency 
power system for hospitals, climate 
and local conditions are important 
considerations. 
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